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LETTERS 
To The Editor 





This department is offered as an Open Forum 
for the discussion of topical medical issues. All 
letters must be signed. However, to protect the 
identity of writers who are invited to comment 
on controversial subjects, names will be omitted 
when requested. 


Dear Doctor: 

I would appreciate any late informa- 
tion that may be available on the use of 
steroids in the treatment of ulcerative 
colitis. 


Sincerely, 


Dr. A. F., New York 


PRURITUS ANI 
PROMPTLY 
ete] ba ce] & i ie) 


Clinical investigations repeatedly demon- 
strate prompt and lasting relief of pruritus 
with TARCORTIN therapy.* 






In arecent study of 87 cases of pruritus ani: 
the rapid relicf of itching in all cases was 
a remarkably consistent factor.’' 


TAC 
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Dear Dr, A. F.: 

The literature on the use of steroid 
hormones in the treatment of ulcerative 
colitis is quite voluminous and to some 
extent contradictory. I believe that we 
can safely say that a remission should 
be produced within four to six weeks, 
if hormane treatment is successful. 

We can also safely say that the reduc- 
tion in dosage should be gradual to 
avoid the abrupt production of adrenal 
insufficiency. The major action appears 
to be in control of the inflammatory 
reaction. However, the inflammation 
produced by secondary bacterial in- 
vaders is not only uninfluenced by ste- 
roids, but may actually become worse. 
It is therefore important to check care- 
fully with the sigmoidoscope during the 
course of such hormone therapy. 

The subject is very large, the litera- 

—Continued on page 272 
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ture extensive, and aside from the above 
generalizations, the scope of a letter 
does not permit a better evaluation, Any 
one of the articles in the recent litera- 
ture will be helpful to you. 

Sincerely, 


The Editor 


Dear Doctor: 

Is there any recent information or 
case reports on pneumatosis intestinalis? 
I would appreciate whatever informa- 
tion you could provide. 

Sincerely, 


Dr. R. J., California 


Dear Doctor R. J.: 

A recent case report by Dr. Marino, 
and two additional cases by Dr. Littman 
may be found in the May-June issue of 
Diseases of the Colon and Rectum. 

Littman reports two cases of pneu- 
matosis coli, the diagnosis being made 
during sigmoidoscopy, and confirmed 
by biopsy and roentgenologic study. 

Sigmoidoscopy revealed sub-mucosal 
lumps. In these cases the disease was 
completely benign and obviously self- 
limited. 

Marino’s case appeared to follow a 
surgical procedure in the anorectal area. 
The author theorized that the presence 
of increased rectal intraluminal pres- 
sure after such surgery (retained gas 
due to the absence of a rectal tube) 
overcame tissue resistance, allowing air 
to travel from the mucosal defect along 
the lymphatics or tissue planes. 

Sincerely, 


The Editor 
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Carcinoma of 
the Colon 
and Rectum 


Case reports in individuals 
under twenty years of age 


M. TISCHER HOERNER, M.D., PH.D. 
Dayton, Ohio 


Rie is increasing evidence 
to show that age is no barrier to the 
occurrence of carcinoma of the colon 
and rectum in young individuals. It 
has been generally appreciated that sar- 
comas are rather common in children, 
but epithelial malignancies have been 
found in sufficient instances to warrant 
their consideration in a differential diag- 
nosis of childhood diseases. 

One youth suffering from carcinoma 
of the sigmoid colon and another hav- 
ing a malignant growth in the rectum 
are reported in this paper. These new 
additions, when added to those obtained 
from all other sources in the literature, 
make a grand total on record of one 
hundred and eighty-nine cases of car- 
cinoma of the rectum and seventy-three 
instances of malignant disease of the 
colon in patients under twenty years of 
age. The patients in this age group re- 
ported in the literature suggest that the 
ratio between cancerous growths in the 
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rectum and recto-sigmoid and those sit- 
uated at higher levels of the large bowel 
should be approximately 2.5 to 1. 


Case Reports Case 1. E.W. This 
18-year-old boy began to notice a small 
amount of blood in his stool in January 
1950. It was red in color and observed 
once or twice a week until February 
1950. In March he began to have mild 
pain across the lower abdomen inter- 
mittently. The pain would last a few 
hours at a time and was “crampy” in 
nature. The passage of flatus or a stool 
would relieve the discomfort. The latter 
part of March a small amount of blood 
was observed again in the stool occa- 
sionally. The abdominal pain became 
worse in April 1950 and began to be 
present after the ingestion of his meals. 
No nausea or vomiting was noted but 
the patient lost his appetite and even 
became “afraid to eat” because of the 
distress that followed. No diarrhea 
was noted but constipation became pro- 
gressively more marked until a cathartic 
was required for the passage of a stool. 

On examination, April 6, 1950, the 
patient was found to be a well developed 
and nourished white male. No path- 
ology was found related to the head, 
neck, or thorax. The systolic blood 
pressure was 116 and the diastolic 78. 
Very slight tenderness was detected on 
palpation in the left lower abdomen. 
There was no rigidity present. No 
masses were felt. The genitalia were 
normal. No ulceration or masses in 
the rectum were discovered. His ex- 
tremities revealed no abnormal find- 
ings. 

Proctoscopic examination was _per- 
formed and no pathological lesion de- 
tected. X-ray of the colon revealed a 
partially obstructing lesion, suggestive 
of a malignant neoplasm, present in the 
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sigmoid colon. There were no signifi- 
cant findings in his blood studies other 
than the presence of a mild secondary 
anemia. Examination of the urine 
showed no abnormalities. 

A diagnosis of carcinoma of the sig- 
moid producing partial large bowel ob- 
struction was made. The colon was de- 
compressed by conservative methods. 
After adequate preparation the patient 
was operated upon April 25, 1950. A 
carcinoma of the sigmoid colon was de- 
tected and resected. Intestinal conti- 
nuity was reestablished by means of an 
end-to-end anastomosis. 

The pathological report revealed the 
growth specimen consisted of a segment 
of colon 18 cm. in length. About 6 cm. 
from the lower edge of the bowel was 
a neoplastic growth, measuring 4 cm. in 
diameter, which encircled two-thirds of 
the circumference of the wall. There 
was central ulceration. The edges were 
indurated. The regional lymph nodes 
were enlarged. 

Histologic examination of sections 
from the colon showed a highly malig- 
nant adenocarcinoma. There was con- 
siderable invasion of the muscularis. 
Many adenomatous masses of tumor 
tissue were seen invading the muscu- 
laris and extending along the submu- 
cosa. In some areas the tumor formed 
solid cords of neoplastic cells showing 
marked anaplasia. One lymph node 
was almost completely replaced by meta- 
static process. 

The patient had an uneventful con- 
valescence and was dismissed from the 
hospital May 8, 1950. He has remained 
in good health to date. This individ- 
ual was followed at three month inter- 
vals for three years. Since then, he 
has been checked yearly. These exami- 
nations have included six monthly and 


finally yearly x-ray studies of the colon. 
No pathology has been detected. 

Case 2. R.D. This patient was 19 
years old when he began to observe 
slight rectal bleeding intermittently in 
October 1954. This stopped after be- 
ing present for three weeks. In Novem- 
ber 1954, rectal soreness was felt on 
defecation and vague pelvic discomfort 
began to be noted at times. The pelvic 
pain extended across the lower abdo- 
men and became much worse in De- 
cember 1954. Constipation developed 
the same month. The patient had lost 
10 pounds in weight since October 1954. 
No loss of strength was reported. Prior 
to the origin of the above complaints 
the patient had always been in good 
health. 

When the patient was examined on 
December 2, 1954, he was found to be 
a well developed and nourished white 
male. No abnormal findings were de- 
tected in the head, neck, or thorax. The 
abdomen was not distended. No en- 
largement of the liver was detected. 
There was mild tenderness on palpation 
in both lower quadrants of the abdo- 
men but this was more marked in the 
left lower abdomen. No rigidity or 
masses were detected. No herniae were 
present. The genitalia were normal. 
On rectal examination an indurated, 
elevated irregular lesion could be felt 
at the tip of the examining finger. The 
mass was large and extended beyond 
the range of palpation. Ulceration was 
detected in the lesion. Proctoscopic ex- 
amination revealed the same massive. 
ulcerated lesion of the rectum. It be- 
gan 7 cm. above the anus. The upper 
portion of the neoplasm could not be 
detected for the tumor involved the en- 
tire circumference of the rectum and 
partial obstruction existed at the upper 
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limits of the tumor. It was not possible 
to pass a proctoscope beyond the tumor. 
A biopsy was taken and the neoplasm 
was reported to be an adenocarcinoma. 

It was doubted that the lesion was re- 
sectable but it was felt that the patient 
should be explored abdominally after 
thorough preparation of the colon. Ex- 
ploration was carried out through a 
low left rectus incision on December 
10, 1954. The carcinoma of the rectum 
was found to extend upward to the recto- 
sigmoid and the entire floor of the pel- 
vis was studded with minute, grayish- 
white, elevated, indurated nodules. 
These lesions caused marked thicken- 
ing and some edema of the pelvic peri- 
toneum, as well as the tissues behind the 
bladder. There was enlargement of the 
pelvic lymph nodes and many of the 
mesenteric and abdominal nodes, in- 
There 
was no definite evidence of metastasis 
to the liver. One of the nymph nodes 
along the aorta as well as a section of 
the pelvic peritoneum was removed for 
biopsy purposes. These tissues were 
reported to contain adenocarcinoma. As 
the neoplasm was not resectable a per- 
manent type of loop colostomy was 
made employing the sigmoid colon. It 
was felt that this procedure would give 
palliative relief for the impending ob- 
struction of the rectum. 

The patient recovered from the op- 
erative procedure. However, after a 
period of four months of freedom from 
symptoms, evidence of wide spread meta- 
stasis was detected. Subsequently, his 
course was progressively downward and 
he succumbed to the disease in July 
1955, approximately nine months after 


cluding those along the aorta. 


the first symptoms developed. 
Pathology While considering the 


characteristics of malignant disease of 
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the large intestine, it is best to divide 
this organ into right and left halves. 
Neoplasms in the right half of the colon 
in children usually present a different 
picture from those in the left. Car- 
cinoma of the right half of the colon 
often is composed of a large, polypoid, 
fungating lesion which may grow to 
considerable proportions before pro- 
ducing symptoms.  Right-sided _neo- 
plasms usually do not produce ob- 
struction because: (1) they are not 
likely to encircle the colon; (2) the 
bowel content of this portion of the in- 
testine is liquid; and (3) there is a tend- 
ency for the lesions to perforate and 
form abscesses. 

Malignant growths on the left side of 
the colon in children are prone to pro- 
duce various degrees of obstruction in 
the colon relatively early in the course 
of the disease. Several factors are in- 
volved in the process: (1) the diameter 
of the colon is narrower on the left side; 
(2) the fecal content of the bowel tends 
to be formed; and (3) many of the neo- 
plasms tend to circle the colon in a sig- 
net-ring manner. 

Malignant epithelial tumors of the 
large intestine are usually one of three 
types of lesions: (1) adenocarcinoma is 
probably — the (2) 
scirrhous carcinoma is the type that is 
seen so frequently in left-sided colon 
lesions and is responsible for the de- 
velopment of obstructive phenomena; 
and (3) mucoid adenocarcinoma or mu- 


most common; 


coid carcinoma constitutes about 5 per 
cent of all neoplasms of the colon and 
rectum in adults. It is interesting to 
note that in children mucoid carcinoma 
is found in 50 percent of the patients 
having malignant disease of the large in- 
testine. 

Sarcomatous growths of the large in- 
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testine are reported occasionally. How- 
ever, a survey of the literature suggests 
that epithelial tumors of the large in- 
testine are more common in young in- 
dividuals. Bonelli® believes that quite 
the opposite is true as far as the small 
intestine is concerned. He found 63 
cases of sarcoma of the small intestine 
with 77.6 percent of the lesions being 
located in the ileum. There were only 
twelve instances of malignant epithelial 
disease of the upper intestinal tract. 

Signs and Symptoms The symp- 
toms of carcinoma of the colon in chil- 
dren are not specific. Probably because 
of the nature of the nerve supply of 
the large intestine and by virtue of its 
size, as to width of lumen, as well as 
territory in the abdomen covered, pain 
when present often is not at the site of 
the lesion. This is especially true of 
the so-called “silent” right colon, for 
symptoms frequently are not noted un- 
til considerable alteration in structure 
or function has occurred. 


The pain associated with a lesion in 
the right colon is frequently referred to 
the epigastrium. The pain or distress 
may be cramp-like or aching in char- 
acter. The mild dyspepsia that is some- 
times seen in association with recurrent 
appendicitis is also sometimes observed 
in these patients. There are reports 
in the literature** ** where the patient 
was operated upon for appendicitis and 
the appendix was not found to be caus- 
ing the illness. Subsequently, the eti- 
ology of the pain was discovered to be 
carcinoma of the colon. Such observa- 
tions emphasize the importance of mak- 
ing a thorough exploration of the ab- 
domen before closure of the wound, 
when a child is operated upon for 
chronic, recurring attacks of abdominal 
pain and the cause is not apparent. In- 


stead of explaining the abdominal pain 
or enlargement of the mesenteric lymph 
nodes on the basis of mesenteric aden- 
itis, consideration should always be 
given to the possibility of the presence 
of carcinoma of the colon in children. 

Not infrequently the first sign of dis- 
ease of the right colon will be the acci- 
dental discovery of a mass in this area. 
Due to the size of the lumen of the 
bowel, the tumor may reach consider- 
able proportions before producing 
symptoms. 

Anemia is another cardinal sign of 
malignant disease of the right colon. It 
may vary from a mild secondary anemia 
to an anemia so profound that the pa- 
tient is unable to be as active as for- 
merly. 

In contradistinction to malignant 
growth in the right colon, those on the 
left in children often afford more evi- 
dence of their location. Obstruction is 
the outstanding characteristic of lesions 
in this side of the colon. There may be 
alternating constipation with abdomi- 
nal cramping and urgency, and diarrhea 
with blood in the stool. However, ob- 
struction is not uncommonly complete 
during the first attack in children and 
it may be the initial indication that 
there is the 
colon. 


something wrong in 


Malignant growths of the recto-sig- 
moid and rectum in young individuals 
are probably easier to diagnose than 
neoplasms anywhere else in the large 
intestine, for the symptoms, while not 
characteristic, are quite suggestive. All 
that is needed to confirm the diagnosis 
is a careful digital examination, or at 
most a proctoscopic examination. Al- 
though pain is not always present and 
often is mild, it is usually located in 
the left side of the abdomen or in the 
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pelvis. Bleeding is not common in chil- 
dren with carcinoma of the colon. How- 
ever, when the malignant lesion in- 
volves the rectum, rectal bleeding is 
seen more frequently. Lesions at the 
recto-sigmoid are apt to produce ob- 
structive features but those in the am- 
pulla of the rectum are likely to be 
silent for a longer period because the 
lumen of the bowel is wider at this 
point. 

Treatment The treatment of choice 
for all malignant lesions of the large in- 
testine in children is radical resection 
of the growth and restoration of the con- 
tinuity of the bowel by immediate ana- 
stomosis. The incidence of high grade 
malignancy and the frequency with 
which early metastasis is discovered in 
children with carcinoma of the large in- 
testine, makes extensive resection an 
essential feature in the treatment of the 
condition. Resection and _ primary 
anastomosis in the presence of marked 
obstruction is contra-indicated. Con- 
sequently, there are instances where de- 
compression of the bowel is essential 
and a two-stage operation is a life sav- 
ing and proper procedure. 

Comment The prognosis of car- 
cinoma of the colon and rectum in chil- 
dren is not good. The longest periods 
of survival of young people afflicted with 
this disease found in the literature are 
the cases of Webster®’ and Scholefield.”” 
The former reported a patient who lived 
four years after operation and the latter 
a youth who showed no demonstrable 
recurrence seven years atter surgery was 
performed. The first patient reported 
in this paper has lived eight years after 
resection of the malignant growth in the 
colon. This constitutes possibly the 
longest survival on record. When one 
has to resort to reporting success in the 
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treatment of individual patients, it em- 
phasizes the fact that the therapy ad- 
ministered to most individuals suffer- 
ing from this disease leaves much to be 
desired. 

One reason for the poor prognosis is 
due to failure to diagnose and treat chil- 
dren with neoplasms of the bowel early. 
Many men do not appreciate that ma- 
lignancy of the colon can occur at an 
early age. The youngest patient with 
this disease reported in the literature’ 
was three years and three months old. 
Many of the patients operated upon were 
not properly prepared for surgery of 
the colon because the preoperative diag- 
nosis was often appendicitis, tubercu- 
lous peritonitis, or acute intestinal ob- 
struction. The fact that the symptoms 
of this condition in children are of rel- 
atively short duration adds to the diffi- 
culty of making an early diagnosis. It 
is well known that there is an increased 
incidence of early metastasis associated 
with the high grade malignancies so fre- 
quently seen in tumors of the large in- 
Until more reliable 
methods are suggested, careful consid- 
eration must be given to the milder com- 
plaints associated with disturbances of 
the intestine. It is only by being alert 
to the possibility of the presence of car- 
cinoma of the colon that an early di- 
agnosis can be made. An early diag- 
nosis is essential if we hope to salvage 
more of these patients. 


testine in children. 


So far we have only considered the 
highly malignant primary carcinomas of 
the large intestine in children. How- 
ever, mention should be made of a sec- 
ond group of malignant lesions com- 
posed of those instances in which an 
adenomatous polyp of the colon under- 
goes malignant transformation. This 
subject has been thoroughly discussed 
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by Snyder, Chaffin and Snyder.*? These 
lesions can be treated conservatively 
and phophylacticly. 
the bowel often bleed before malignancy 
develops. Whenever bleeding from the 
rectum occurs in children, a thorough 
search should be made for the cause. 
The removal of a benign polyp may pre- 
vent the development of a serious ma- 
lignant disease of the bowel. Further- 
more, it has been demonstrated that car- 
cinoma of the large intestine in adult 
life can be due to malignant changes in 
polyps which manifested themselves in 
infancy or childhood. 


Benign polyps of 


Summary 


Age is no barrier to the occurrence 
of carcinoma of the colon and rectum 
in children. To date one hundred 
eighty-nine cases of carcinoma of the 
rectum and seventy-three instances of 
malignant disease of the colon in 
patients under twenty years of age 
are recorded in the literature. These 
totals include one new case of each 
type reported in this paper. 

Carcinomas of the right side of the 
colon in children do not tend to pro- 
duce obstruction as do malignant 
lesions involving the left side of the 
large intestine. Mucoid adenocarci- 
noma constitutes approximately 50 
percent of all neoplasms of the colon 
and rectum in children. This type of 
tumor of the large bowel is found in 
only 5 percent of adults suffering 
from malignant disease of the colon. 

The symptoms of malignant disease 
of the colon in children are not spe- 
cific and tend to differ from those 
found in adults. Pain is the most com- 
mon symptom of the disease in young 
people. It may simulate that mani- 





fested by many abdominal conditions. 
For this reason, whenever a child is 
operated upon and the cause of the 
illness is not readily apparent, the 
possibility of the presence of carci- 
noma of the colon must be kept in 
mind. The accidental discovery of a 
mass in the right side of the abdomen 
or the presence of anemia may be the 
first indication that something is 
wrong with the right colon. Malig- 
nant tumors of the left colon often 
cause obstructive symptoms. Rectal 
bleeding is seen more frequently 
when a neoplasm involves the rec- 
tum. 

The prognosis of carcinoma of the 
colon in children is poor. This is due 
to failure to diagnose and treat the 
condition early and _ because the 
lesions tend to be highly malignant 
and metastasize quickly. Early, radi- 
cal resection of these growths offers 
the only hope for salvage of these 
young individuals. Removal of benign 
polyps of the colon may prevent the 
development of malignant transfor- 
mation during childhood or adult 
life. 
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, Resumen 


La edad no es una barrera para la 
aparicién de carcinoma del colon y 
recto en los ninos. Actualmente ex- 
isten en la literatura descritos 108 
casos de carcinoma del recto y 73 
casos de cancer del colon en pacientes 
de menos de veinte anos de edad. Se 
incluyen en dichas cifras un nuevo 
caso de cada tipo presentatdos en 
este trabajo. Los carcinomas del colon 
derecho no tienen tendencia a pro- 
ducir oclusién como sucede en los 


ninos cuando las lesiones envuelven 
al lado izquierdo del colon. El adeno- 
carcinoma mucoide constituye-aproxi- 
madamente el 50% de todos los neo- 
plasmas del colon y recto en nifios. 
Este tipo de tumor solo se encuentra 
en el 5% de los adultos. 

Los sintomas de malignidad en el 
colon en nifios no son especificos y 
son distintos de los encontrados en 
adultos. En la gente joven el dolor es 
lo mas comin. Puede simular al que 
producen muchos cuadros abdomi- 
nales. Por esta raz6n, cuando se opera 
un nino y la causa del padecimiento 
no es aparente, debe pensarse en la 
posibilidad de un cancer del colon. 
El hallazgo accidental de una tumo- 
racién en el lado derecho o la pre- 
sencia de anemia pueden ser la pri- 
mera indicacién de que algo anda 
mal con el colon derecho. Los tumores 
malignos del colon izquierdo general- 
mente cuadro_ obstructivo. El 
sangrado rectal es comin cuando el 
tumor abarca el recto. 

El pronéstico del carcinoma del 
colon en los nifios es malo. Esto es 
debido a la dificultad para hacer el 
diagnostico y aplicar el tratamiento 
en forma precoz, y por que las 
lesiones tienen tendencia a ser alta- 
mente malignas y a _ metastatizar 
pronto. La reseccién precoz y radical 
de estas tumoraciones ofrece la tinica 
esperanza para la salvacién de estos 
jovenes. La extirpacién de pélipos 
benignos del colon durante la nifiez 
o la edad adulta puede prevenir el 
desarrollo y transformacién maligna 


dan 


de los mismos. 
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CARCINOMA © 


Chemotherapy for advanced cases 


JEANNE C. BATEMAN, M.D. 
Washington, District of Columbia 


of the Gastrointestinal Tract 


Fi. year survival rates for 
carcinoma of the gastrointestinal tract 
in a large and carefully followed series 
have been reported as 0-30% depend- 
ing on the site of the primary lesion.’ 
Cancer of the colon and rectum alone 
accounts for over 30,000 deaths each 
year in the United States.* These grim 
statistics only suggest the socio-eco- 
nomic, physical and psychologic cost 
of this disease. 

A variety of chemotherapeutic agents 
have been used in an effort to palliate 
the treatment failures following surgery 
and/or x-radiation. This report con- 
cerns attempts to control far-advanced 
carcinoma of the gastrointestinal tract 
with several of the new chemical com- 
pounds. 

In an effort to increase therapeutic 
effectiveness of agents which, in human 
tolerated doses, are only weakly carcino- 
lytic for solid tumors. intra-arterial 
routes and/or combined drugs were 
given therapeutic trial. Intra-arterial in- 
jection offered the possibility of drug 
concentration in a tumor site as well 
as reduced systemic toxicity. It was 
hoped that combined 
(Vol. 9, No. 4) AUGUST, 1958 


chemotherapy 


might increase therapeutic effectiveness 
and minimize toxicity. Twenty-eight pa- 
tients with far-advanced gastrointestinal 
carcinoma were treated by one or both 
of these methods from 1950-53. The 
series included five patients who re- 
ceived intra-arterial aureomycin and 
irradiation. These cases are briefly sum- 
marized herein only to serve as a com- 
parative background for further thera- 
peutic trials. Some of them have been 
reported at greater length elsewhere.**” 

Table I lists the primary site of the 
tumor according to sex. Fourteen women 
with an average age of 49.5 years and 
fourteen men with an average age of 
forty-seven years are included. The 
various therapeutic agents, routes and 
duration of therapy as well as dose of 
drug are given in Table II. 

Results of therapy and side effects 





Aided by a Grant from the Lederle Labora- 
tories Division of the American Cyanamid Com- 
pany, Pearl River, New York. 

N N' N'-triethylene thiophosphoramide, N- 
(3-oxapentamethylene)-N', N''-diethylene phos- 
phoramide, actinomycin D and aureomycin were 
supplied through the courtesy of Dr. James M. 
Ruegsegger, Lederle Laboratories Division, 
American Cyanamid Company, Pearl River, N.Y. 
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TABLE | CHEMOTHERAPY OF AD- 
VANCED GASTROINTESTINAL 
CANCER (1950-1953) 
PRIMARY SITE MALES FEMALES 
Rectum ..... hea a ates 3 
ooo” ES eee l 3 
Descending Colon I 2 
Cecum ... 0 I 
Large Bowel . 3 2 
Appendix . me a 0 
Small Bowel ........... 0 I 
Esophagus ...... I 0 
Bile Ducts 0 l 
Pancreas . 2 I 
a eee 14 14 
AVERAGE AGE RANGE 
Males .. 47.0 years 34-70 
Females ..... 49.5 years 33-74 





are summarized in Table III. Average 
survival time was 3.6 months with a 
range of 0.5 to 24 months. Only four 
patients however, survived more than 
five months. Noticeable improvement 
included decrease in tumor size in two 
cases and control of pain in four pa- 
tients. Side effects were serious and 
limited the usefulness of drug adminis- 
tration via indwelling cannulae whether 
arterial or venous. 

The unexpected effectiveness of N N’ 
N” triethylene thiophosphoramide (Thio 
tepa) against adenocarcinoma of the 
breast, ovary and uterus, observed in 
1954,*:*§ led to its trial in other adeno- 
carcinomas. Of our 1954-58 series of 
patients with far-advanced gastrointes- 
tinal cancer, received Thio 
tepa, twenty were treated with another 
phosphoramide, N-(3-oxapentamethyl- 
ene) N’ N” diethylene phosphoramide 
(Odepa). In six cases methyl bis (beta 


seventy 


chloroethyl) amine-N-oxide hydrochlo- 
ride (Nitromin) was given clinical 
trial. In ten cases an aminonucleoside 
of puromycin (Puramino) and in one 
case Actinomycin D were used concur- 
rently with Thio tepa in an effort to 
potentiate the effect of the latter drug. 
Some patients received both Thio tepa 
and Odepa at different times when it 
seemed desirable to change either be- 
cause of poor response or serious hema- 
tologic depression (in the case of 
Odepa). 

A total of eighty-six cases included 
in this second series are listed as to 
sex and primary site of tumor in Table 
IV. There were forty men and forty-six 
women. Carcinoma of the colon, includ- 
ing rectum, formed the largest group 
with females predominating. The age 
range was approximately the same as in 
the 1950-53 patients, although the av- 
erage age in both males and females 
was somewhat older. In six cases there 
were two primary tumors; in addition 
to a primary cancer of the gastrointes- 
tinal tract four women had breast can- 
cer, one woman had had a sarcoma of 
the spine treated twenty-one years 
earlier by surgery and x-ray and one 
man had concurrent bronchogenic car- 
cinoma. 

Table V gives the treatment received 
by this group of patients prior to insti- 
tution of chemotherapy. This included 
from one to four surgical procedures. 
x-ray treatment, radium and hormones. 
Four women (8.7%) had_ received 
either intrauterine radium or x-ray 
therapy for uterine bleeding fourteen, 
fifteen. eighteen and twenty-five years 
prior to the diagnosis of a gastrointes- 
tinal tumor. 

Thio tepa and Odepa were prepared 
by dissolving drug crystals in pyrogen 
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TABLE 11 


CHEMOTHERAPY OF ADVANCED GASTROINTESTINAL CANCER (1950-1953) 
31 courses in 28 patients 


NUMBER 
CASES DRUGS 


ROUTE 


——— TOTAL DOSE—____, 


AVERAGE 


RANGE 


DURATION THERAPY 
AV RANGE 


ERAG 





6 HN; Intra-arterial 63 mg.(.98/kg) 34-94mg. I4days 6-26 days 
i HN: Intra-arterial 65.7 mg.(1.01 kg) 32-106mg. 14 days 6-30 days 
Aureomycin _Intra-arterial 16.6 gm. 5.5-32 gm. 18 days 10-30 days 
I TEM Intra-arterial time. sas 7 days ee 
2 TEM Intra-arterial 4.4 mg. 3.5-6 mg 5.5days 4-7 days 
Aureomycin Intra-arterial 5.5 gm. 4-7 gm 5.5days 4-7 days 
I Tepa Intramuscular 200 mg. ~~ ....... 22 days ee, 
2 Tepa Intramuscular = 89.0 mg. 18-160 mg. 13 days 8-18 days 
Aureomycin Intravenous 4.3 gm. 3-5.5 gm. 29 days 6-53 days 
I Actidione Intramuscular 760 mg. ...... 17 days 
l Actidione Intramuscular 1280 mg. _...... 17 days 
Aminopterin Oral oe: ee 17 days 
I Actidione Intramuscular 2300 mg. ...... 29 days 
Stilbestrol Oral 4Sminigs . acanes 29 days hese 
5 Aureomycin Intra-arterial* 17 gm. 8.25-24gm. 16 days 11-23 days 
x-ray 
therapy 


* One patient received aureomycin through an indwelling intravenous cannula. 





free water in a ratio of 10 and 20 mg. 
per cc. respectively. The solution was 
sterilized by passing it through a Seitz 
filter and subsequently stored at ice 
box temperature. Sterile Nitromin 
crystals were dissolved 50 mg. to one 
cc. of sterile isotonic saline and admin- 
istered immediately by intratumor or 
oral route without further dilution. 
Puramino, a nucleoside of puromycin, 
was dissolved 75 mg. to the cc. in pyro- 
gen free water. The solution was ster- 
ilized in the autoclave and subsequently 
stored in the refrigerator. It was ad- 
ministered without dilution. 
Actinomycin D crystals were dissolved 
in 1-2 cc. of absolute alcohol. By the ad- 
dition of saline a final dilution of 40 
gamma of Actinomycin D per cc. solu- 
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tion was obtained. Seitz filtration was 
used for sterilization; the solution was 
kept in the refrigerator and adminis- 
tered undiluted by the intravenous 
route. 

The dose schedule is summarized in 
Table VI. The larger doses of drug 
were employed at institution of therapy, 
subsequent doses were guided by the 
blood count which was repeated at 
least once weekly. Since leukopenia is 
the first demonstrable hematologic ef- 
fect of Thio tepa the white blood cell 
level was used as a guide for therapy. 
Drug dosage was lowered when the 
white cell count dropped below 4-5000 
and the dose was omitted when the 
count reached 2000 or less. Since Odepa 
may affect all of the blood elements 
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TABLE Ill ‘RESULTS OF CHEMOTHERAPY 


IN 28 CASES OF ADVANCED 
GASTROINTESTINAL CANCER 
(1950-1953) 
SURVIVAL TIME 
Survival time 0.5 to 24 months (average 3.6 
months). 
All patients expired in less than 5 months ex- 
cept for four cases with survival times of 9, 
11.5, 13 and 14 months. 


IMPROVEMENT 
Decrease in tumor size .............. 2 cases 
Darreare GN MON ....... 0.600.606 4 cases 
SIDE EFFECTS 
Severe infection 

(endocarditis, septicemia) ......... 2 cases 
Chemical necrosis secondary to 

extravasation of drug ............. 2 cases 
Multiple embolic phenomena ........ 3 cases 
Hemorrhage (erroded artery) ....... I case 
Pain from Injection of drug (severe) .. 5 cases 
Severe nausea and vomiting ........ 4 cases 


Transient hematologic depression in 
all cases on mustard drugs. 


NOTE: Hospitalization required for all therapy. 


TABLE IV AGE DISTRIBUTION IN 86 
CASES OF ADVANCED CAR- 
CINOMA TREATED WITH 
CHEMOTHERAPY (1954-1958) 


MALES 

NUMBER AVERAGE RANGE 
ee 18 59 years 33-82 
Esophagus .... 4 6I years 50-77 
Stomach ..... 10 52 years 35-64 
Gall-Bladder .. | 65 years 
Pancreas ..... 7 56 years 50-66 
TOTAL ....... 40 57 years 33-82 

FEMALES 

NUMBER AVERAGE RANGE 
Golem. 2.22... 31 53 years 25-77 
Esophagus .... | 64 years 
Stomach ..... 4 57 years 44-68 
Gall-Bladder 2 6I years 56-67 
Pancreas ..... 8 58 years 36-65 
See 46 54 years 25-77 


simultaneously it was necessary to do 
more frequent red blood cell and platelet 
counts than when Thio tepa was admin- 
istered. Nitromin in the doses herein 
employed was less of an hematologic de- 
pressant than Thio tepa or Odepa; 
however, it was also therapeutically less 
effective. Aminonucleoside of puramy- 
cin was given concomitantly with Thio 
tepa in a ratio of 4:1 and 10:1. It was 
administered by the intratumor route 
only. Size of dose for this agent was 
somewhat limited by the bulk of solu- 
tion which had to be administered. 

A course of Actinomycin D consisting 
of 800 gamma of drug given by the 
intravenous route every other day to 
a total of 5 doses (4000 gamma) was 
administered to one patient concomi- 
tantly with locally injected Thio tepa. 

Route of therapy was guided by the 
type of drug employed and the present- 
ing clinical condition of the patient. 

The phosphoramide drugs herein em- 
ployed, as well as Nitromycin, can be 
used by almost any route. Since rela- 
tively avascular tumors presumably 
would receive a smaller share of sys- 
temically (i.e. oral, intramuscular, in- 
travenous) as compared to locally ad- 
ministered drug, it was advantageous 
to have an agent which could be applied 
directly to a tumor site. An attempt was 
made at each observation to treat the 
site of disease which appeared to offer 
the most serious threat to the patient’s 
welfare. For this reason a variety of 
routes were employed and many of the 
patients received the drug by different 
routes during their periods of treatment. 
Only rarely was drug administered to 
more than one site at a time. 

Route of therapy, total average doses 
as well as dose range, are given in 


Table VII. 
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TABLE V PRIOR THERAPY IN 86 CASES OF GASTROINTESTINAL CARCINOMA 
TREATED WITH CHEMOTHERAPY (1954-1958) 


PRIMARY GALL- 
TUMOR COLON ESOPHAGUS STOMACH BLADDER PANCREAS TOTAL 
Surgery 

One Time: ...0.5.. 29 5 I 3 13 6l 
Two Times ...... 16 0 3 0 l 20 
Three Times ..... 4 0 0 0 0 + 
Four Times ...... I 0 0 0 0 I 
X-radiation ...... 8 2 0 0 2 12 
RagiOMm: .....60.5. 2 0 0 0 0 2 
Testosterone ..... 2 0 0 0 0 2 


TABLE Vi CHEMOTHERAPY DOSE SCHEDULE USED IN FAR ADVANCED GASTRO- 
INTESTINAL CARCINOMA (1954-1958) 


ROUTE THIO TEPA ODEPA NITROMIN INTERVAL 
WITAIINON so 2's suye8 5-60 mg. 10-80 mg. 50-150 mg.* 1-3 weeks 
Intravenous .......... 5-30 mg. 10-60 mg. Stace 1-3 weeks 
Intramuscular ........ 10 mg. sort hes 2-7 days (one case) 
Intra-arterial ......... 15 mg. teres ches daily x 5 (one case) 
Intrapleural .......... 40-60 mg. adesbes siete 1-3 weeks 
Intrahepatic ......... 15-40 mg. 60-80 mg. 50-100 mg.* 1-2 weeks 

AY SUC coc snaw 40-70 mg. baits oe Once 

C1) | ar tee a eee 5-10 mg. 10-20 mg. 50-100 mg. 1-7 days 


* Nitromin given every 2-7 days. 
(Blood count obtained at least once weekly) 


TABLE Vil CHEMOTHERAPY FOR GASTROINTESTINAL CARCINOMA (1954-1958) 


THIO TEPA 70 285 mg. 30-2105 3.2 months 0.2-38.0 
ODEPA 20 295 mg. 20-1970 1.3 months 0.2- 8.0 
NITROMIN 6 1333 mg. 500-3000 2.0 months 0.5- 3.5 
PURAMINO 10 1705 mg. 50-4750 2.4 months 0.2- 8.5 
ACTINOMYCLIN Ds! 4000 Gamma ad 0.3 months 





TABLE Vill (RESULTS OF CHEMOTHERAPY IN 86 PATIENTS WITH ADVANCED 
GASTROINTESTINAL CARCINOMA (1954-1958) 


COLON ESOPHAGUS STOMACH BLADDER PANCREAS 
Decrease Tumor ........... 8 0 2 0 2 
Control Effusion ........... 0 0 I 0 I 
Decrease Jaundice ........ 0 0 0 2 2 
Decrease Pruritus .......... 0 0 0 | 0 
Decrease Pain ............. 5 I | 0 0 
Decrease Dysphagia ....... 0 0 2 0 0 
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TABLE IX 





SURVIVAL FOLLOWING INSTITUTION OF CHEMOTHERAPY FOR 


ADVANCED CARCINOMA (1954-1958) 


SITE 
LARGE BOWEL 


Primary Unknown 


SRM ree noe hoe eg ola he Se 
Ascending Colon .................... 
SUDRVINEDEOOBON 5 o:. sae.s obiide ose 2% 
Splenic Flexure .................. 
Descending Colon .............. 
Ee ee 
NN ES es ee ge 
0 ee ee eee ee 


TOTAL 


NUMBER 


AVERAGE 





CASES SURVIVAL RANGE 
4 5.4 months 3.0- 9.5 
6 6.0 months 1.5-12.0 
9 3.1 months 0.5-10.0 
2 5.5 months 1.0-10.0 
| 23.0 months 
4 11.5 months 2.0-38.0 

10 7.5 months 0.5-25.0 
13 5.0 months 1.0-18.0 

5 2.0 months 0.5- 4.5 
14 3.7 months 1.2- 9.0 
3 3.5 months 2.5- 4.5 
15 3.4 months 0.2- 9.5 
86 5.0 months 0.2-38.0 





Since the patients in this group 
generally had far-advanced disease it 
was considered advisable to continue 
therapy indefinitely on a maintenance 
basis. Treatment varied from 0.2 to 
38 months. 

Results of Therapy The results of 
therapy in 86 advanced gastrointestinal 
cancer patients treated with Thio tepa, 
Odepa, Nitromin and in a few cases 
with combinations of Thio tepa and 
Puramino or Actinomycin D are listed 
in Table VIII. Decrease in tumor size 
was noted on eight patients with cancer 
of the colon, two with gastric and two 
with pancreatic tumor. In the first two 
groups evaluation was made by meas- 
uring size of masses palpated through 
the abdominal wall. In one patient with 
pancreatic carcinoma who came to post 
mortem, the multiple metastatic lesions 
seen at surgery eight months previously 
were so remarkably reduced in size from 
those reported on the operative record 


that the surgeon was called in to verify 
this finding. 

A second patient required correction 
of a biliary fistula nine months after 
her first operation for a pancreatic can- 
cer. The surgeon found marked reduc- 
tion of the residual tumor which effect 
was attributed to Thio tepa. Control 
of pleural effusion was achieved in two 
patients, transient decrease in jaundice 
and pruritus in two and one cases re- 
spectively. Remarkable decrease in dys- 
phagia and such increase in ability to 
swallow was observed in two individuals 
who had extensive inoperable gastric 
carcinoma (observed at exploratory 
surgery) that the patients were willing 
to continue taking Nitromin by mouth. 
This drug apparently tastes very badly. 
It was given in solution in the hope that 
it would be promptly absorbed by the 
tumors which, in these cases, involved 
practically the entire stomach wall. 

For some time it has been noted that 
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the nitrogen mustard drugs appear to 
favorably affect pain. This also has been 
our experience. With an occasional rare 
exception it was possible to carry these 
patients on mild analgesics (chiefly hy- 
drocodiene) unless they had become 
habituated to morphine or its equivalent 
prior to institution of chemotherapy. 

Survival times of patients treated 
from 1954-58 are indicated in Table 
IX. The cases have been grouped ac- 
cording to the primary site of their tu- 
mors. Survival time ranged from 0.2 
to 38 months with an average of 5.0 
months. It should be pointed out that 
survival time is calculated from the time 
of institution of chemotherapy. In Chart 
I an attempt has been made to indicate 
survival time from onset of the first 
symptoms related to the present illness, 
followed by the period of conventional 
therapy as surgery and/or x-ray and 
lastly the time period of chemotherapy. 

There is remarkable variability in 
this group and the futility of evaluation 
of a new form of therapy on the basis 
of one or two cases becomes apparent. 
Two cases will be discussed. 

Although not representative of the 
group, these cases seem to suggest a 
way of controlling prognostically poor 
cancer for considerable periods. 

Case 1. F. B., a fifty year old woman, 

had a benign tumor removed from 

the right breast in 1946. From 1951- 

93 there was recurrent breast lump- 

ishness. In May 1954 two small hard 

nodules were noted above the left 

nipple. Biopsy was followed by a 

left radical mastectomy on May 1, 

1954. The pathology report was “in- 

filtrating duct carcinoma, residual 

carcinoma in left breast, chronic cys- 
tic mastopathy, nodes negative at all 
levels.” In January 1955, after sev- 


eral months of dull intermittent ab- 
dominal pain, a bilateral oophorec- 
tomy and resection of the descending 
colon and sigmoid were performed. 
The pathologic diagnosis was colloid 
carcinoma of the colon involving the 
entire lumen of the bowel and meta- 
static to the ovaries. 40 mg. of Thio 
tepa were left in the abdominal cavity 
at surgery. Subsequently the patient 
has been maintained on oral Thio 
tepa (one 5 mg. capsule taken at 
bedtime 2-4 times weekly depending 
on the white blood count. The pa- 
tient has remained asymptomatic to 
the present time (March 1958). In 
addition to keeping house, she has 
been helping her husband in his busi- 
ness. A suspicious infiltrative lesion 
in the mastectomy scar noticed at the 
time of institution of chemotherapy 
has disappeared. It is interesting that 
as yet there is no evidence of re- 
currence from either of the two pri- 
mary cancers. 
Case 2. A thirty-three year old bus 
driver developed decrease in food 
tolerance in December 1956 followed 
by aching in the lower right quadrant. 
On May 7, 1957 resection of the as- 
cending colon revealed carcinoma 
with mastastases to 17 of 34 nodes 
examined. Because of his poor prog- 
nosis, the patient was started on oral 
chemotherapy with Thio tepa. The 
patient takes one 5 mg. capsule at 
bedtime 3 to 7 times weekly depend- 
ing on the level of the white blood 
count. He had gained 44 pounds by 
March 1958 at which time there was 
no evidence of recurrent disease. The 
patient continues to work full time. 
Discussion Chemotherapy of far- 
advanced recurrent gastrointestinal car- 
cinoma has been discouraging. Attempts 
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to improve efficacy of treatment by 
vascular cannulization required pro- 
longed hospitalization of patients and 
were fraught with undesirable compli- 
cations. Some of the newer chemothera- 
peutic agents as Thio tepa, Odepa and 
Nitromin have the advantage of greater 
ease of administration and the first two 
have practically no clinical side effects. 
The average survival rate in a group 
of far-advanced cancer patients treated 
by the latter agents is only moderately 
improved, i.e. 5 months as compared 
to 3.6 months. However, disability has 
been markedly reduced since it has been 
possible to treat most of the second 
group on an outpatient basis. Further 
exploration of routes of therapy is de- 
sirable. For instance, the dramatic im- 
provement in swallowing (extreme dys- 
phagia to ability to take solid foods 
by mouth) noted in two individuals 
with almost complete involvement of the 
stomach by tumor was achieved by oral 
administration of drug in solution. 

Contrariwise, it has been difficult to 
affect masses of tumor elsewhere in the 
abdomen or pleural effusion caused by 
pleural metastases, except by local in- 
jection of drug. 

Combination drug therapy in human 
cancer is almost an untouched field. 
Although the combination of Thio tepa 
and an aminonucleoside of puromycin 
appeared promising in the treatment of 
certain animal tumors,'° the results 
achieved in this group of patients were 
not striking. However, the dose of the 
latter agent was limited by the route 
of therapy employed. It is possible that 
large oral doses, as was used in some 
animals, would be more effective. 

One patient in this series was treated 
by a combination of Actinomycin D 
given intravenously and Thio tepa ad- 
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ministered into large neck nodes. This 
patient had a resection of the ascending 
colon for cancer in February 1956 at 
which time 2 nodes were positive for 
cancer. When first seen there was 
chylous pleural and peritoneal effusion, 
large bilateral cervical and supraclavicu- 
lar nodes, as well as osseous metastases 
and a pathologic fracture of the right 
shoulder. The patient survived only 2 
weeks. Autopsy large 
matted mediastinal nodes as well as car- 
cinoma in lungs, liver, right ovary, 
lymph nodes, uterus and rectum. Some 
early histologic changes in the tumor 
suggest that more prolonged therapy 
of this type may offer further palliation 

Cancer chemotherapists are becoming 
increasingly aware of the tremendous 
handicap exerted by massive recurrent 
tumor. Even when a chemotherapeutic 
agent is effective, the amount of drug 
required for control of widespread dis- 
ease is frequently in a toxic range. 

The situation can be likened some- 
what to the necessity of administering 
a cancericidal dose of whole body ir- 
radiation. The inverse relationship be- 
tween total tumor mass and chemothera- 
peutic response in animals has been 
observed.1**1?18 

Cancer seeding of operative wounds 
has been demonstrated by Smith, et al’ 
and other groups. Specimens of blood 
drawn from veins draining a tumor 
site during operation showed cancer 
cells in a high percentage of cases.'°'1%!7 
It seems reasonable to assume that dis- 
semination and implantation of these 
cells may eventually result in distal 
metastases and may pose an _ even 
greater threat than does local seeding. 
It likewise seems reasonable that an 
agent which is even weakly effective 
against widespread disease might be 


demonstrated 
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cancericidal to circulating non-im- 
planted cancer cells. 

Since locally administered drug’* ap- 
pears to produce a longer sustained 
blood level than does intravenously ad- 
ministered drug, instillation of a non- 
vesicant drug such as Thio tepa into the 
area of operation is feasible. Such a 
procedure might well reduce the inci- 
dence of both local and distant meta- 
stases in cases in which all gross disease 
is removed at operation. 

In cases in which the prognosis is 
poor, such as Cases 1 and 2, herein re- 
ported, in which metastases exist at 
operation, maintenance chemotherapy 
following local injection at surgery may 
result in prolonged and useful survival. 

It is anticipated that for some time 
to come the physician will see cases of 
widespread cancer. It is important that 
these patients be treated with the most 
potent available agents at hand in order 
to control pain and retard disease. For 
this purpose we need clinically nontoxic 
drugs which can be used over long 
periods of time. 

Although it is assumed that search 
for potent carcinolytic agents proceed, 
the immediate problem of the patient is 
with us. 


Conclusion 


1. 86 cases of far-advanced cancer 
of the gastrointestinal tract treated 
with N N’ N” triethylene thiophos- 
phoramide (Thio tepa), N-(3-oxa- 
pentamethylene) N’ N” diethylene 
phosphoramide (Odepa), methyl bis 
(beta chloroethyl) amine-N-oxide hy- 
drochloride (Nitromin), an amino- 
nucleoside of Puromycin (Puramino) 
and Actinomycin D are reviewed. 

2. This group is compared with an 





earlier series treated by intra-arterial 
chemotherapy. Although average sur- 
vival was prolonged from 3.6 to 5 
months only, the ease of treatment 
was greater and the side effects ap- 
preciably smaller in the former 
series. 

3. Two patients with a poor prog- 
nosis due to preoperative dissemina- 
tion of cancer are reported in detail. 
These individuals were placed on 
maintenance chemotherapy postoper- 
atively. They have continued to be 
asymptomatic at 38 and 11 months 
respectively. 

4. A suggested approach to the 
chemotherapy of gastrointestinal can- 
cer is presented. 





Presente at the Tenth Annual Teaching 


Seminar in Mexico, April 1958. 
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Conclusiones 


1. Se revisan 86 casos de carcinoma 
avanzado del tubo digestivo, tratados 
con N N’ Dietileno Tiofosforamida 
(Tio Tepa), N-(3-Oxapentametileno) 
N’ N” Dietileno Fosforamida (Qde- 
pa), Metilbis (Beta Cloroetil) Clorhi- 
drato de Amino- N Oxido (nitromin), 
un aminonucledsido De Puromicina 
(Puramino) y Actinomicina D. 

2. Este grupo es comprado con una 
serie tratada anteriormente por qui- 
mioterapia intra-arterial. Aunque la 
supervivencia fué aumentada unica- 
mente de 3.6 a 5 meses, la facilidad 


del tratamiento fué mayor y los 
efectos 
menores que en la primera serie. 

3. Se presenta en detalle los casos 
de dos enfermos con mal pronéstico 


colaterales notablemente 


por diseminacién pre-operatoria de 
cancer. Estos individuos fueron tra- 
tados con quimioterapia permanente 
en el post-operatorio. En la actuali- 
dad continian asintomaticos 38 y 11 
meses después de operados. 

4. Se presenta una forma de mane- 
jar la quimioterapia en el cancer 
gastro-intestinal. 














Unless the physician is trained to think in psychosomatic terms, 
he will be biased both in his diagnosis and in his therapy. His 
surgical technique in performing an appendectomy or hemor- 
rhoidectomy may be faultless. His operation of tattoo-neurotomy 
may be cleverly performed in the treatment of pernicious pruritus 
ani. However, if he overlooks the anxiety neurosis upon which the 
symptoms and physical findings are ultimately based, his patient 
will continue to suffer and will seek elsewhere for relief. The 
techniques of psychosomatic medicine are not difficult. They are 
mastered simply, for they all follow naturally once the physician 
has accepted a point of view. 


—A Handbook of Psychosomatic Medicine— 
With Particular Reference to Internal Disorders 
by ALFRED J. CANTOR, M.D., The Julian Press, Inc. 
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Choice of Procedure 


In Colon Malignancies 


Tens surgery is becoming 
more conservative. Since the begin- 
ning of pertinent literature it has been 
theorized that in the solving of any 
problem, the pattern of attack of pre- 
vious workers should be followed as 
long as they have been successful; when 
such patterns have failed they should 
be replaced. 

In this connection it is most interest- 
ing to observe changes in choice of pro- 
cedure in malignancy problems as advo- 
cated by some of our leading surgeons 
during the past thirty years. The trend 
of the over-all picture is toward con- 
servatism. In limiting this discussion, 
however, to choice of procedure in colon 
malignancies, we find ourselves dealing 
with a condition most susceptable to 
radical surgery. Doctors Halligan and 
Catlaw remind us of four contraindi- 
cations: 

1. Broad fixation of the lesions to 

retroperitoneal structures. 

2. Extensive involvement of mesen- 
teric nodes and veins. 

3. Peritoneal implants. 

4. Involvement of the base of the 
bladder, fixation and _ infiltration 
of the lateral pelvic walls and liga- 
ments. 


In studying indications and contra- 
indications for radical surgery for the 
possible cure or alleviation of colon ma- 
lignancies, it becomes obvious at once 
that surgery is to be advised in all cases. 
How radical this surgery should be is 
the major problem confronted. To this 
problem each patient gets a different 
answer; no two are the same. Much has 
been written on this subject with a 
marked tendency toward less difference 
of opinion as the years go by. 

In further generalizing, a few undis- 
puted facts should be mentioned. In 
choosing an operative procedure for a 
colon malignancy it must be: 

1. One that the patient will survive. 

2. One that the operator is capable 
of doing. 

3. One that will not remove organs 
necessary for the continued life of 
the patient, e.g., sufficient liver 
must remain for continued neces- 
sary physiology. 

4. One that will fulfill the immediate 
requirements of the patient, e.g., 
the operation for relief of an in- 
testinal obstruction in an unex- 
pected emergency with extensive 
metastasies would be different 
from the operation on a patient 
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thoroughly prepared for surgery, 
with sufficient supportive and anti- 
biotic treatment and the facts of 
his condition preoperatively estab- 
lished. 

To be more specific in choosing a pro- 
cedure for a patient under consideration, 
a careful history and physical examina- 
tion is the first and most important re- 
quirement. By this, we attempt to locate 
the tumor, establish its limitations and 
classify the cancer into one of the three 
groups described by Dr. Crile. 

If the symptoms have been present for 
months or even years with no associated 
pathology, we would suspect that the 
tumor does not tend to metastasize. 

If the symptoms have been present 
for only a few weeks and extensive sys- 
temic involvement is present, it is ob- 
vious that the tumor is rapidly advanc- 
ing and in the group which radical sur- 
gery cannot cure. 

It is the rather large group in between 
these two extremes which requires our 
most careful study. If only the regional 
lymph nodes are involved our proce- 
dure should be radical and every effort 
should be made to extend our surgery 
beyond all involvement. 


In the case of the tumor that has not 
metastasized, simple resection is com- 
pletely satisfactory. In the case of the 
tumor with extensive and rapid involve- 
ment of essential structures, palliative 
procedures only, are indicated. In the 
case involving regional lymphatics only, 
radical procedures extending well be- 
yond all malignant pathology is indi- 
cated. 

Assuming that our preoperative 
studies have been completed, that our 
problem is as well classified as possible, 
our patient is thoroughly prepared, our 
abdomen is open, then all that remains 
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as our responsibility as to decision, is to 
inspect (not handle) the area involved 
and conclude as to our procedure. This 
conclusion should come only as a veri- 
fication of preceding findings. 

Should there be confusion even yet as 
to whether we should do no surgery, 
local surgery, or radical surgery, the 
frozen section in the hands of a compe- 
tent pathologist will be further helpful 
in classification. 

Now, by way of visual expression, I 
present six typical malignancy problems 
involving the colon and extending, un- 
fortunately, in some cases, far beyond, 
by metastasis and direct invasion. 


Case Reports 
Case No. 1 


Symptoms were present for three 
months when first seen, in this 82-year- 
old patient, consisting of urinary blad- 
der symptoms entirely. The prostate 
gland was hypertrophied and the urinary 
bladder enlarged to above the umbili- 
cus. These findings masked the slight 
constipation, and only on routine barium 
enema X-ray was a carcinoma of the 
sigmoid located. This patient was hos- 
pitalized, routinely prepared for colon 
surgery, and a two stage simple resec- 
tion done. Laboratory findings, adeno- 
carcinoma. His bladder function was 
assisted by a Foley catheter for one 
year and finally a supra-pubic prostat- 
ectomy was done. He is now living and 


well. Choice of procedure, correct. 


Case No, 2 

Two years before surgery, this 51- 
year-old patient was in the office with 
vague abdominal symptoms and meno- 
pausal complaints. Barium enema x- 
rays were advised, but not done. Then, 
after two years of active life, she re- 
ported with 6,000 cc. of ascitic fluid and 
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definite symptoms of partial intestinal 
obstruction. Routine preparation and 
two stage resection was done, with end 
to end anastamosis of ileum to lower 
sigmoid. No metastasis were found ex- 
cept in the local lymph nodes. Improve- 
ment was definite for two months; how- 
ever, local recurrence obstructed the 
ileum requiring an ileostomy. Patient 
died three months after resection. Lab- 
oratory report, adenocarcinoma, grade 
three. Choice of procedure, correct. 


Case No. 3 


Age 52 years. Right upper quadrant 
pain was present for five years with the 
accepted diagnosis of gall bladder 
pathology. When finally an obstruc- 
tion of the colon required immediate 
surgery; the obstruction was relieved 
by a Mickelutz clamp, and carcinoma of 
the hepatic flexure was found. Resec- 
tion was not attempted and the patient 
died four months later with extensive 
liver complications. Laboratory report, 
adenocarcinoma. Choice of procedure, 
since the diagnosis came so late, cor- 
rect. 


Case No. 4 


Age 48 years. Left upper quadrant 
pain and constipation present for three 
months. Barium enema x-ray demon- 
strated the tumor. Routine preparation 
and simple resection done, with end to 
end anastamosis. The patient living and 
well four years later. Laboratory report, 
adenocarcinoma, no metastases. Choice 
of procedure, correct. 


Case No. 5 
Age 70 years. Right abdominal pain, 
distension and constipation present for 


six months. Extensive metastasis in the 


liver were present at the time of oper- 
ation. A hemicolectomy was done with 
side to end anastamosis, ileum to trans- 
verse colon. The patient had no relief 
from her previous symptoms and died 
with extensive metastases two years later. 
Laboratory findings, adenocarcinoma. 
Choice of procedure, incorrect. It is 
believed that the resection accomplished 
nothing that could not have been ac- 
complished better by the routine radia- 
tion. 


Case No. 6 

Age 51 years. Right upper quadrant 
pain, abdominal distention, nausea and 
occasional emesis present for one year. 
Exploratory laparotomy revelaed a car- 
cinoma of the hepatic flexure with ex- 
tensive metastases in the liver and lym- 
phatics. Frozen section of biopsy, 
adenocarcinoma, grade three. Patient 
treated medically and with deep therapy 
x-ray. Improvement was accomplished 
for several months. Patient died two 
years after exploratory surgery with an 
intestinal hemorrhage. Choice of pro- 
cedure, correct. 

To summarize the six cases: (With 
brief reprojection of each case trans- 
parency.) 

Case No. 1. Living and well two years 
after surgery—Procedure correct. 
Case No. 2. Died three months after 

surgery—Procedure correct. 

Case No. 3. Died four months after sur- 
gery—Procedure correct. 

Case No. 4. Living and well four years 
after surgery—Procedure correct. 

Case No. 5. Died two years after sur- 


gery—Procedure incorrect. 


Case No. 6 Died two years after sur- 
gery—Procedure correct. 
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Summary 


Reference is made to current liter- 
ature classifying virulence of malig- 
nancies, and _ contraindications to 
operation. Certain pertinent remarks 
are made concerning the _practica- 
bility of any chosen procedure. 

It is emphasized that the group of 
malignancies with the regional lymph 
nodes only involved, radical surgery 
is most effective; the group wherein 
there is no metastasis is sufficiently 
treated with simple resection; and 


the group with extensive metastasis 
and other evidence of rapid malig- 
nant spread is only harmed by sur- 
gical intervention, except for pallia- 


, tion. 


Artist’s sketches of varying degrees 
of malignant development in the 
colon are presented with a_ brief 
history, physical findings, laboratory 
findings, procedure and results. 





Presented at the Tenth Annual 
Seminar in Mexicc—April 1958. 


Teaching 


References 


|. Halligan, E. J., Catlaw, J. K.: Carcinoma 
of the Colon & Rectum. (American Journal of 
Proctology, September, 1954). 

2. Crile, G., Jr.: How Radical Should Can- 


cery Surgery Be? (Modern Medicine, Novem- 
ber I, 1957.) 


9821 South Walker Street 


Resumen 


Se hace referencia a la literatura 
actual que clasifica la virulencia de 
las tumoraciones malignas y las con- 
traindicaciones de la operacion. 

Se hacen ciertas anotaciones per- 
tinentes respecto a la posiblidad de 
practicar cualquier metodo elegido. 

Se hace hincapié que en el grupo 
de tumoraciones malignas en que la 
incasién abarca solo los ganglios lin- 
faticos regionalesa la cirugia radical 
es lo mas efectivo; en los casos en los 
que no hay metastasis son tratados en 


forma suficiente con la simple resec- 
cion; y el grupo con metastasis ex- 
tensas y otras pruebas de invasion 
maligna rdpida, solo se ve agravado 
por la intervencién quirurgica, ex- 
cepto por las indicaciones paliativas. 


Se presentan dibujos originales de 
los diversos grados del desarrollo 
maligno en el colon junto con una 
historia breve, incluyendo hallazgos 
fisicos hallazgos de laboratorio, me- 
todo de eleccién y resultados. 
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CONSTIPATION 


HENRY A. MONAT, A.B., M.D., F.A.C.P., F.A.C.G. 


Needless to say that in this 
beautiful land of Aztecs where the Re- 
venge of Montezuma and Aztec Curse 
plagues the tourist, a topic like consti- 
pation may have an ironic undertone. 
But, constipation, although not a dis- 
ease, disturbs more human beings com- 
paratively than other complaints. 

Constipation is not a disease. It is a 
manifestation of bad habit, of an escap- 
ism in psychoneurosis or a temporary 
sequence after operations and debilitat- 
ing states. The management of consti- 
pation, therefore, depends upon the 
cause which initiated this vicious habit. 

I have classified constipation into 
three classes: Primary, result of laxa- 
tive habits; Secondary, due to disarray 
of digestive routine in cases such as, 
operation, change of climate, cardiac 


disease, or carcinoma of GI tract; 
Thirdly, due to psychogenic causes 


where the patient derives a pathological 
pleasure in not moving his bowels for 
seven to nine days. 

The management of the primary case 
is based upon re-education of the patient 
and if it happens in infants or young 
children, then in the re-education of the 
mothers. For we know that many 
mothers instead of being annoyed by the 


Washington, District of Columbia 


complaint of the child, frequently em- 
ploy a laxative, thus initiating a series 
of events which may lead to chronic 
constipation. Also an improper toilet 
seat for the child causing him to dangle 
his feet and have fear of falling in the 
toilet bowel, prevents him from having 
a normal passage. 

The re-education of the patient con- 
sists of a complete withdrawal of all 
laxatives and when I say all, I include 
mineral oil. Also, high colonic irriga- 
tions and high enemas must be strictly 
and rigidly avoided. 

On the psychological side, the patient 
must be reassured that the physician is 
ready to do something for him in the 
event the difficulty in having a passage 
causes him unbearable anguish. To 
demonstrate vividly to the patient that 
the feces do not get lost in his entrails 
on its way out, a 24-hour barium meal 
is given and the patient is shown where 
the meal is located. It should be 
pointed out emphatically at the same 
time that the meal he took 24 hours 
earlier is lodged in his rectum and the 
seat of difficulty is just about two inches 
away from the point of evacuation. It 
may be explained that feces represent 


twelve carloads on a siding . . . four of 


“a 
300 THE AMERICAN JOURNAL OF PROCTOLOGY 











them are ready to come out, four re- 
main and four are formed by the inges- 
tion of food. ‘These last four push the 
other eight into his rectum. When he 
takes a laxative, he may evacuate the 
twelve cars at one time and it may take 
48 hours before the twelve cars are again 
loaded with enough ingested residue to 
produce sufficient bulk for him to be 
able to evacuate. Therefore, usage of 
laxatives may lead to a vicious habit 
because 24 hours after use of a laxative 
the patient again becomes anxious if he 
cannot move his bowels, so he takes an- 
other laxative, and so on. 

It should be further emphasized to 
the patient that he cannot have a regu- 
lar evacuation unless he observes the 
following rules: (1) he must eat at the 
same time every day and (2) he must 
go to the toilet at the same time every 
day. At this point, one may quote an 
apocryphal about 
Kant as to how bowels became educated 
to a defecation impulse: “When Emman- 
uel Kant moved his bowels all his neigh- 
bors used to set their clocks—it was 5 
A.M.” 

Taking an adequate amount of fluids 
by constipated patients cannot be 
stressed enough. Twelve glasses of 
fluids for these people are the minimum. 


story Emmanuel 


The patients also have to be taught 
the technic of evacuation, namely: they 
must not read, discourse or listen to the 
radio while performing their function 
on the throne. I usually tell my pa- 
tients that the toilet is not a place for 
higher education! They must be con- 
veniently clothed and this is in special 
reference to middle-aged ladies who are 
corsetted practically in bulls’ hides. The 
place must be sufficiently warm and hy- 
gienically acceptable to squeamish per- 
sons. 
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Patients must be told that while they 
are making progress and have a small 
movement without any laxatives, they 
must not stop at that but wait long 
enough for a fuller evacuation, other- 
wise they will have a rectal impaction. 
Once a rectal impaction develops, the 
physician must place his lubricated, 
gloved finger inside to help remove some 
of it. 

Attention to rectal hygiene is most im- 
portant. Fissures and hemorrhoids must 
receive appropriate medication, either 
medical and surgical. The patient must 
be cautioned not to strain while sitting 
on the toilet, explaining that the exter- 
nal sphincter is voluntary and any strain 
will contract it, making it more difficult 
to have a fecal passage. 

The diet for constipated patients 
should be of bland variety, predomi- 
nantly high in protein, fruits and vege- 
tables. The diet should be adjusted 
from the pureed type to the moderately 
bland type depending upon the procto- 
scopic picture and on the extent of the 
irritability of the colon. Piquant foods, 
coffee and alcohol are to be avoided. 

In postoperative and debilitating 
states, in chronic cardiacs and hyper- 
tensive cases, one or one and a half cups 
of hot water with starch is all that is 
necessary to evacuate the lower rectum, 
but only in case they fail with previous 
advice given. 

The psychoneurotic and_ psychiatric 
patients will be benefitted only by ap- 
propriate psychiatric treatment, inas- 
much as constipation in their cases is 
not a result of bad habits as much as 
it is an escape from reality. It is most 
injurious to the patient’s psyche to be 
told by the physician that there is noth- 
ing wrong with his colon except that he 
may have slight adhesions. I am du- 
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bious as to how much of a role adhe- 
sions play in constipation and if they do, 
then this type is certainly not a medical 
problem, but a surgical one. 

In conclusion, let me repeat the poet 
de Sylva’s verse: 


“That not all of the cases of anxiety 
and mental martyrdom are due to love; 
some, doubtless, are due to constipa- 
tion.” 
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Conclusiones 


En conclusion, permitanme repetir 
el verso del poeta de Sylva: 
“No todos los casos de ansiedad y 


martirio mental son debidos al amor, 
algunos sin duda, son debidos a la 
consti pacion.” 





Clini-Clipping 


A. Types of Internal and External Hemorrhoids 


1. Internal. 2. External 


B. Fistulae-in-Ano 


B 
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Enema Injuries 


BELA SZUNYOGH, M.D.* 
Wadsworth, Kansas 


Major enema injuries were 
described as early as 1832,' but case re- 
ports only accumulated during the last 
two decades established enema injuries 
as a special clinical entity. Recently, two 
cases of perforation of the colon by 
enema tip were observed at the V. A. 
Hospital at Wadsworth, Kansas. This in- 
cident stimulated our interest to review 
the observation of other writers on the 
clinical course of the injury and to bene- 
fit from their experience in the manage- 
ment of this unusual and serious condi- 
tion. The number of case reports in the 
literature do not reflect the actual fre- 
quency of this mishap. Most authors feel 
that a good number of enema injuries 
remains unreported. Enemas are given 
for a variety of reasons and they all 
may cause major injuries. Cleansing 
enemas are most commonly responsible 
for injury. Barium enemas are next in 
frequency. Therapeutic (medicated) 
enemas are less often mentioned. From 
Europe, where subaqual colon irriga- 
tions for chronic colonic disorders en- 
joy some popularity, reports demon- 
strate that this type of prolonged irri- 
gation carries the same dangers as any 
other type of enema.” 
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While we are mainly interested in the 
perforating injuries of the colon and 
rectum, enemas are so commonly used 
in surgical practice that a short review 
of major complications of enemas ap- 
pears to be of general interest. The 
classification of major enema injuries 
follows a simple practical sequence. In 
the classification of injuries in the an- 
orectal area, we accept the very work- 
able suggestions of Ault. 


Injuries Due to Physical or 
Chemical Properties of Enema Fluid 

Enema injuries due to physical or 
chemical properties of enema fluid are 
prone to occur in persons who require 
enemas repeatedly, who retain the enema 
fluid for a prolonged period of time and 
in individuals with dilated colon and 
diseased intestinal mucosa. The enemas 
may disrupt the normal water-electro- 
lyte balance. They may cause systemic 
poisoning or local irritation of the in- 
testinal wall. 

Water Intoxication Due To Hypo- 
TONIC ENEMAS. It was reported that 
tap water and hypotonic enemas may 
lead to hypotonicity of extracellular 
fluid and in case of rapid absorption 
they may produce the clinical symptoms 
of water Patients with 
congenital megacolon are especially vul- 
nerable to this type of injury.* ° 

ELECTROLYTE DEPLETION BY ENEMAS. 
Frequently repeated enemas carry the 
danger of electrolyte depletion. Severe 
potassium depletion was observed by 
Dunning and Plum® with potassium 
values as low as 1.1 mEq/L. Experi- 
mental studies demonstrated that the po- 
tassium loss may reach 12 to 256 mEq/L 


intoxication. 





* Surgical Service, Veterans Administration 


Center, Wadsworth, Kansas. 
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per enema. This loss is dangerously 
high in case of decreased dietary potas- 
sium intake. 

SYSTEMIC POISONING BY ENEMas. At 
least three cases of incidental poisoning 
by magnesium sulphate enemas are re- 
ported in the literature.’ One of these 
patients died. Incidental lethal poison- 
ing by large doses of aminopyrine in the 
enema fluid is recorded.* Corrosive mer- 
curic chloride was administered in an 
enema with criminal intent resulting in 
death of the victim.°® 

CHEMICAL COLITIS BY IRRITATING 
SUBSTANCES IN ENEMAS. 
ly used, as a rule, harmless soapsuds 
enema was implicated as a cause of se- 
vere acute colitis..° The quality of soap 
used or individual hypersensitivity may 


The common- 


play a role in producing the injury. 


Mechanical Injuries to the 
Intestinal Wall 


INTERSTITIAL EMPHYSEMA FOLLOw- 
ING BaRtuM ENEMA. During the ad- 
ministration of double contrast or reg- 
ular barium enemas, interstitial emphy- 
sema may develop.’ '* 1% 
was observed in the retroperitoneal, 
mediastinal and subcutaneous space. The 
barium was never seen outside of the 
intestinal lumen and the patient experi- 
enced only minimal distress or slight 
elevation of temperature. All patients 
recovered within a few days. 

BariuM EmBoLus TuHRoucH Ruvp- 
TURED VARIX OR VEIN. 
the benign clinical picture of em- 
physema, barium embolism through a 
ruptured varix or vein is a severe in- 
jury. One patient developed liver ab- 
scess'* and another died within a few 
minutes following embolization.’° 

Rupture OF CoLon By HyprRostatic 
PressurE OF ENEMA FLutb. 


Emphysema 


In contrast to 


Any seg- 





ment of the large intestine may rupture 
due to the hydrostatic pressure of 
enemas.'® ‘7 '* The sigmoid and cecum 
are most often affected. Both diseased 
and normal colonic wall were injured in 
this manner.’® High pressure of enemas 
was observed in some instances but it 
was absent in others. Sudden motion 
or forward bending of the patient was 
blamed for increased intraluminal pres- 
sure of the distended colon in several 
cases. 

PERFORATION OF CoLostomy Loop 
BY ENEMA Tip. Mechanical injury to 
the colon by the enema tip is limited 
to a segment of a few cms. from the 
anus. Higher segments can be injured 
in case of colostomy irrigations. Ga- 
briel collected eight cases in London in 
1945°° and Zheutlin et al., collected 
twelve cases in 1952 in this country.”! 
Several case reports have appeared in 
the literature since then.? ** 24 2° Per- 
foration and extravasation of enema 
fluid occurred in all instances. As a 
rule, there is a sharp angulation of the 
colostomy loop at the point of its en- 
trance into the abdominal wall and it 
might be difficult to pass a catheter be- 
yond this point. This observation was 
offered as an explanation for most in- 
juries which occur in this location. 

Case 1. H. L. No. 109 590. This 82- 
year-old white male patient has had an 
abdominoperineal resection for car- 
cinoma of the rectum two years prior to 
admission. On June 30, 1953 he re- 
ceived a barium enema as part of a 
routine follow-up study. During the 
administration of the enema, abdominal 
pain and cramps developed and _ the 
enema fluid failed to return. He was 
admitted for observation. Temperature 
was 99°, the pulse 70/min., WBC 9,000, 


and the differential count was normal. 


304 THE AMERICAN JOURNAL OF PROCTOLOGY 














Generalized tenderness of the abdomen 
was noted but there was no rigidity. 
Bowel sounds were present. During 
hospitalization, repeated  irrigations 
failed to recover the barium and a small 
amount of bleeding was observed from 
the stoma. The tissue around the stoma 
appeared to have a “doughy” consist- 
The following day the tempera- 
ture became elevated to 101° and the 
white blood count to 11,000. The pa- 
tient was somewhat confused and rest- 
less. On the third day, he suddenly 
expired. Postmortem examination re- 
vealed perforation in the posterior 
aspect of the sigmoid loop. The per- 
foration was sealed off by fibrinous 
exudate. The peritoneal cavity con- 
tained 500 ml. of hemorrhagic fluid and 
acute peritonitis was present in the 
lower abdomen. There was no evidence 
of recurrent neoplasm. 

PERFORATION OF THE ANUS AND REc- 
TUM BY ENEMA Tip. Minor injuries to 
the anal mucosa are extremely common. 
Abrasions and small hematomas are 
often observed. and the patients fre- 


ency. 


quently complain of transient soreness 
and passage of a few drops of blood fol- 
repeated administration of 
enemas. Our classification of major in- 
juries follows the pattern suggested by 
Ault as presented by Large and Muk- 
heiber”® in their review of twenty-nine 


lowing 


cases. 

1. Four cases were collected with in- 
juries to structures below the levator 
ani muscle. Infection developed 
slowly and no mortality was observed 
in this group. 

2. Three cases of submucous perfora- 
tion were observed. All patients be- 
came seriously ill and one died after 
refusing surgery. 

3. Twelve cases of perforation into the 
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perirectal tissue were collected. The 

mortality rate was highest in this 

group: Five of the twelve patients 
died. 

4. Two cases of perforation into neigh- 
boring organs were collected. Recto- 
vaginal fistula occurred in both in- 
stances. 

5. Eight cases of perforation into the 
peritoneal cavity were observed at 
the time of the review. One of eight 
patients died. 

Case 2. O.B.G. No. 126 036. On 
January 23, 1958 a routine soapsuds 
enema was given by an orderly to this 
52-year-old white paraplegic patient. A 
tubber rectal tube was used as enema 
tip. The major part of the enema fluid 
failed to return and a small amount of 
blood escaped from the rectum. Three 
hours later, he began to complain of ab- 
dominal cramps, pain, abdominal dis- 
tention and of slowly developing nausea. 
He was seen by the ward physician who 
ordered some sedation. Twelve hours 
following the enema irrigation, the 
symptoms became so alarming that sur- 
gical consultation was requested. The 
abdomen was moderately distended and 
diffusely tender. Rare bowel sounds 
were present. The pulse was 120/min., 
temperature 101.6°, WBC 23,900. The 
scout film of the abdomen revealed a 
greatly distended stomach and a ques- 
tionable fluid level in the peritoneal 
cavity. There was no evidence of free 
air in the abdomen. The patient was 
explored under general anesthesia. The 
abdomen contained 500 ml. of a thin 
purulent exudate. Acute peritonitis 
was present in the lower abdomen. The 
mesentery of lower sigmoid and the 
perirectal tissues below the peritoneal 
reflection were swollen and indurated. 
After opening of the peritoneal cover- 
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ings, a large amount of fecal material 
was evacuated, but the site of perfora- 
tion was not seen. After irrigation of 
this cavity and of the peritoneum with 
isotonic multiple 
drains were left in place. The rectum 
was defuntionalized by a sigmoid colos- 
tomy. The post-operative care included 
I.V. fluids, blood transfusions, large 
doses of penicillin, tetracycline and in- 
testinal suction by a long tube. The 
wound healed by granulation and the 
patient recovered uneventfully. On 
February 17, 1958 proctoscopic exami- 
nation revealed an edematous, injected 
area 14-16 cm. from the anus, but the 
site of perforation was not seen. In 
view of large sacral decubiti, the colos- 
tomy was left open and the recovery re- 
mained very satisfactory. 


saline solution, 


Comments 


CAUSES OF PERFORATING INJURIES. 
Two major factors are mainly respon- 
sible for perforating enema injuries: 
error in administration and disease of 
the intestinal wall. Surprisingly, the 
enema was given in most instances by 
a nurse, a trained orderly, or by the pa- 
tients used to self-administration of 
enemas, as in the case of colostomies. 
Unskilled persons were less commonly 
blamed. In some instances, no obvious 
error was detected. The second major 
factor is the decreased resistance of 
diseased bowel. While perforation of 
a normal intestinal wall was observed, 
diverticulitis, neoplasm and _ stricture 
Pa- 
tients who frequently receive enemas 
such as paraplegics and patients with 
colostomies are particularly exposed to 
injuries. 


were common weakening factors. 


DIAGNOSIS AND CLINICAL COURSE OF 
PERFORATING INJURIES. In a typical 
case, the diagnosis is readily made. 


Rapidly developing abdominal cramps, 
pain and signs of peritonitis and para- 
lytic ileus are easily detected. In the 
case of extraperitoneal injuries, the 
symptoms develop less rapidly. It is a 
highly characteristic sign that the enema 
fluid fails to return following the injury. 
Repeated cleansing enemas only aggre- 
vate the situation. A small amount of 
bleeding from the rectum was observed 
at times, but only one case was found 
where bleeding was a dominant factor. 
Barium enema as a diagnostic measure 
is contra-indicated because of the irri- 
tating property of the extravasated 
barium mixture. Proctoscopic confir- 
mation was tried by some physicians 
and rejected by others as a dangerous 
~rocedure. The perforation often can- 
not be demonstrated and is not con- 
sidered essential to establish the diag- 
nosis. On digital examination, indura- 
tion, swelling or emphysematous crepi- 
tus may be felt in some cases. The most 
characteristic symptoms and signs of 
perforating injuries are: sudden ab- 
dominal pain during the administration 
of an enema, failure of the enema fluid 
to return, and signs of developing pel- 
vic cellulitis, paralytic ileus, and peri- 
tonitis. 

The natural course of the disease and 
the prognosis depend on the type of in- 
jury and on the time between injury and 
beginning of treatment. Injuries below 
the levator ani are of benign nature al- 
though fistula, abscess and stricture may 
develop. Signs of peritonitis are so dra- 
matic, as a rule, surgical intervention is 
early. Slowly developing pelvic cellu- 
litis may resist diagnosis for some time. 
Barium and soapsuds enema fluids act 
as chemical irritants and the diffusion 
of enema fluid contributes to the dissem- 
ination of fecal material in the intra and 
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extra-peritoneal spaces. The time 
elapsed between injury and diagnosis is 
considered by all observers a paramount 
prognostic factor. The current methods 
of treatment certainly improved the 
prognostic outlook. While in 1945, in 
the series of Pratt and Jackman,?? 40% 
of the patients with rectal perforations 
died, this figure dropped to 26% in the 
collected series of Large and Mukhieber 
in 1956.7¢ 

PREVENTION AND TREATMENT. Con- 
sidering the great frequency of daily 
administered enemas and the rarity of 
major enema injuries, preventive ef- 
forts may be considered quite success- 
ful. 

Hard enema tips, forced manipula- 
tions and high pressure enemas should 
be condemned. Any known weakness 
of the intestinal wall calls for added pre- 
caution. The enema tip should not be 
inserted beyond the thickness of the 


anal canal or of the abdominal wall in 
the case of colostomies. While there 
are some borderline cases with doubt- 
ful perforation on record which re- 
after conservative treatment, 
there is general agreement among sur- 
geons that immediate and aggressive 
intervention is the treatment of choice. 
Exploration with or without closure of 
the perforation, with or without crea- 
tion of a temporary or permanent 
colostomy, is advocated. While clos- 
ure of the perforation should be at- 
tempted, the defect cannot be seen in 
many cases. 
must be selected on an individual basis. 
All cases, of course, require intensive 
supportive therapy. Poor general con- 
dition of the patient should not deter 
from drainage of the infected tissues. 
Abscess, internal or external fistulas, 
and stricture require appropriate sur- 
gical measures. 


covered 


Thus, the management 


Summary 


1. The literature on major enema 
injuries is reviewed and a classifica- 


tion is presented. 
2. Two cases of perforating enema 


injuries are reported. The clinical 
picture and treatment of perforating 
injuries are discussed in some detail. 

Veterans Administration Hospital 
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Resumen 


1. Se hage una revision de la lite- 
ratura sobre los traumatismos severos 
producidos por un enema y se pre- 
senta una clasificacion. 


2. Se presentan dos casos de heri- 
das perforantes al aplicar un enema. 
El cuadro clinico y el tratamiento de 
las heridas perforantes se discuten 
con cierto detalle. 
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Method of excising involved portion of bowel before making an intestinal 
anastomosis. 
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NORMAN H. ISAACSON, M.D., F.A.C.S., F.LC.S., F.1.A.P.* 
Washington, District of Columbia 


Sigmoid Volvulus © 


Treatment by proctoscopic reduction 


and elective resection 


Fac to 1948 the treatment 
of volvulus of the sigmoid colon in the 
United States consisted of one of four 
methods: 

1. Simple detorsion of the twisted loop 
at operation’? (if the bowel is not 
gangrenous) was the simplest but was 
followed by recurrence in 20-30% of 
the cases.*** This led to a variety of 
methods that attempted to tack the loop 
of bowel to the abdominal parietes, most 
of which were largely unsuccessful in 
preventing further torsion. 

2. Cecostomy” ° is mentioned only to be 
condemned. It is usually performed 
without adequate exploration of the sig- 
moid colon for possible circulatory 
changes and is usually unsuccessful in 
relieving what is essentially a closed 
loop obstruction. 

3. Obstructive resection by either the 
Rankin or Mikulicz methods is usually 
reserved for those cases where gangrene 
is present but was occasionally advo- 
cated for the treatment of the viable 
loop of sigmoid after detorsion.®° The 
disadvantages of a temporary colostomy, 
prolonged hospitalization and secondary 
operation are obvious. 

4. Primary resection with end to end 
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anastomosis” ® 


entails the risk of per- 
forming the procedure on an unpre- 
pared and somewhat edematous bowel 
with all the complications that this im- 
plies. Using these methods the reported 
mortality varied between 25 and 60 per- 
cent.’ 2, 5, 9 

In Eastern Europe and in the Scan- 
dinavian countries, sigmoid volvulus is 
(for various reasons) fifteen to twenty 
times as frequent as it is in the United 
States. With their large experience 
with this lesion Scandinavian surgeons 
gradually evolved a method of decom- 
pression of the twisted loop from below. 
There had been isolated reports of acci- 
dental reduction of sigmoid volvulus by 
barium enemia or by proctoscopy, but 
the method of consciously attempting 
this reduction by means of a rectal tube 
passed through the proctoscope was 
probably first suggested by a Scandina- 
vian by the name of Laurell'® and first 
successfully accomplished by another 
Scandinavian named Norgaard.*" '? Ex- 
perience with this method grew and by 
1947 Bruusgaard’? was able to report on 

* Clinical instructor in Surgery, George Wash- 


ington University College of Medicine, Wash- 
ington, D, C, 
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ninety-one cases in which rectal tube de- 
compression was performed one hun- 
dred and sixty-eight times with a mor- 
tality rate of 14.2%. 

We began using the method in 1948 
and were promptly impressed with the 
immediate results of rectal tube decom- 
pression. However, the incidence of re- 
currence was distressingly high, ap- 
proaching 40% in our series, and for 
this reason we proposed'*, and have 
since carried out elective resection of 
the involved loop of sigmoid on all pa- 
tients where no medical contraindica- 
tions existed. 

Certain criteria must be satisfied be- 
fore proctoscopic intubation should be 
attempted. First, the diagnosis must be 
accurate, for this method is of little 
value in the treatment of other forms 
of large bowel obstruction. Many of 
these patients will complain of previous 
attacks of mild abdominal pain and 
flatulence suggesting that incomplete 
volvulus has occurred and corrected it- 
self a number of times prior to the ma- 
jor bout which brings the patient to the 
hospital. Pain is a prominent early 
symptom. It is usually continuous due 
to traction on the mesentery with col- 
icky exacerbations due to hyperperistal- 
sis. It is generally localized to the um- 
bilical region or to the left lower quad- 
rant. As peritonitis develops the pain 
may become more diffuse. Constipa- 
tion is the rule but an occasional patient 
will complain of a rectal discharge of 
bloody mucus. Vomiting is not as com- 
mon a symptom as in other forms of 
obstruction. Extreme distension of the 
abdomen is the characteristic and typical 
finding. If the abdominal wall is re- 
laxed it may be possible to trace the 
ballooned sigmoid loop as it rises from 
the pelvis and extends high into the 





abdomen. Percussion over this dis- 
tended loop gives a variable note de- 
pending upon the amount of fluid and 
gas it contains. Hyperperistalsis is 
present unless strangulation or peri- 
tonitis exists. There may be marked 
tenderness over the loop if the circula- 
tion is compromised. 

The x-ray picture is characteristic. A 
flat plate of the abdomen reveals tre- 
mendous distension of the sigmoid 
flexure which pushes well out of the 
pelvis, almost always to the right side, 
often up to the diaphragm. It is often 
possible to see two points of obstruc- 
tion at the site of torsion. Barium 
enema examination usually demon- 
strates a spiral narrowing at the site of 
obstruction which has been variably de- 
scribed as a “bird’s bill”, “snake’s 
head”, or “ace of spades” deformity. 
Occasionally the barium will actually 
enter the obstructed loop. 

The second prerequisite is that the 
bowel circulation must be intact. A si- 
lent abdomen, marked abdominal ten- 
derness, fever, and leukocytosis are all 
indications for operative intervention. 
When in doubt as to the viability of the 
bowel, operate! Non operative reduc- 
tion of an already strangulated loop of 
bowel does not restore viability. 

Once the surgeon is satisfied as to the 
diagnosis and viability of the bowel the 
patient is placed on the proctoscopic 
table or in the knee-chest position. A 
25 cm. proctoscope is inserted as far as 
the site of torsion with the aid of care- 
ful inflation of the rectum. The site is 
easily recognized by the spiral folds seen 
there. Proctoscopic examination pro- 
vides the examiner with an impression 
of the condition of the bowel, the ap- 
pearance of the mucous membranes, 
and the blood supply at the site of the 
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In some cases the appearance 


torsion. 
of the mucous membranes may be such 


that the examiner considers it danger- 
ous to insert the tube. When the site 
of torsion has been located a well-lu- 
bricated, soft-rubber, rectal tube 60 cm. 
long and about the thickness of the in- 
dex finger is guided up past the site of 
obstruction. Force must not be used 
but the tube usually slips into place 
without trouble. There is very seldom 
doubt as to whether the treatment has 
succeeded because a forceful evacuation 
of flatus and thin stool is immediate, 
and the patient feels instant relief. The 
abdominal distension deflates like a 
punctured balloon. (Needless to say 
this treatment is unpopular with the 
nurses and attendants who have to clean 
up the treatment room but we feel that 
this is a small price to pay). The re- 
sult of reduction may be verified by x- 
ray examination. In those cases where 
attempted intubation is unsuccessful, 
immediate laparotomy is indicated. 
Keeping in mind the high rate of re- 
currence, which can occur within a few 
hours of reduction, the rectal tube is 
sewn or strapped to the anus and the 
patient is begun on a bowel preparation. 
He is placed on a liquid diet, saline 
enemas are administered twice a day 
through the rectal tube and antibiotics 
are administered orally to sterilize the 
intestinal tract. We prefer sulfasucci- 
dine for five to seven days and neomy- 
cin the last two days, but most other 
methods of sterilization are adequate. 
The patient is given vitamins (including 
vitamin K); anemia, blood protein de- 
ficiencies, hypovolemias and other med- 
ical deficiencies are corrected and the 
patient brought to the operating table in 
five to seven days in the best possible 


condition. A Levine tube is placed in 
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the stomach the morning of surgery. 

A standard sigmoid resection with end 
to end anastomsis in two layers is ac- 
complished. The operative procedure is 
usually quite simple due to the marked 
redundancy of the sigmoid colon. 

In the ten year period January 1, 
1948 to December 31, 1957, sixty-six 
cases of volvulus of the sigmoid colon 
were seen at D.C. General Hospital, 
Washington, D.C. Four of these cases 
presented with obvious signs of gan- 
grene and were treated by obstructive 
resection of the involved loop. 

Of the remaining sixty-two cases, re- 
duction was unsuccessful in 4 or 6.4% 
of cases. In these, immediate lapar- 
otomy was performed and the unsuccess- 
ful attempt was shown to have an ap- 
parent untoward effect on the bowel. 
Perforation of the bowel did not occur 
in our series. There were two deaths 
in the remaining fifty-eight cases. The 
first was a ninety-four year-old woman 
who died of a pulmonary embolus two 
days after a successful reduction. Post- 
mortem examination revealed complete 
reduction of the volvulus and an intact 
circulation to the sigmoid. The second 
death was a fifty-seven year-old man 
who died of coronary thrombosis nine 
days following resection of the colon. 
The over-all mortality in this series was 
3.5%. 

Five patients refused surgery follow- 
ing successful reduction. Two of these 
had recurrences, one and six months 
later. The first patient had signs of 
gangrene on his second admission and 
was treated by obstructive resection. 
The other was again successfully re- 
duced from below and again refused 
surgery. We feel this is a reflection on 
the wisdom of the patient, rather than 
on the value of the treatment. 
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Three other patients were not re- 
sected because of severe medical contra- 





indications. Fortunately none of these 
have recurred to date. 


Summary 


The treatment of choice in acute 
volvulus of the sigmoid is procto- 
scopic intubation of the twisted loop 
followed by elective primary resec- 
tion in five to seven days except where 


technique and the criteria for its use 
herein presented are carefully fol- 
lowed, we believe it a safe and logical 
method of treatment. 
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Resumen 


El tratamiento de eleccién en el 
volvulus agudo del sigmoide es la 
intubacién proctoscopica del asa tor- 
cida seguida por reseccién electiva 
primaria en un lapso de cinco a siete 


dias, a menos de que exista alguna 
contraindicacién médica. Si se siguen 
la técnica y el criterio asentados en 
el trabajo, creemos que se trata de un 
método terapéutico légico y seguro. 
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C nttine arrest is the problem 
and responsibility of everybody con- 
cerned with the care, especially, the sur- 
gical care, of a patient. No physician 
can divorce himself from it. Every phy- 
sician must know how to recognize and 
treat it. It is not infrequent, highly 
fatal and demands immediate therapy to 
obtain a successful result. The doctor 
making the diagnosis should attempt re- 
suscitation. The basic problem in treat- 
ment is to maintain continuous flow of 
oxygenated blood to the brain. 

Hosler? estimates that about 10,000 
cases occur each year. At the Boston 
City Hospital there is approximately 1 
case of cardiac arrest for every 1700 
operations. The overall survival rate 
is about 1 in 3. 

There are two types. The common 


313 











type, approximately 9 out of 10 in our 
series, is cardiac standstill. This repre- 
sents a failure of the sino-auricular node 
to act as a pacemaker. Fibrillation is 
much less common and probably re- 
sults from a condition which produces 
accelerating groups of ectopic cardiac 
repetitive discharges. In our series 
fibrillation occurred only in chest cases 
and the percentage survival rate was 
equal to that in standstill. 

The brain is able to withstand anoxia 
for about three minutes without the ap- 
pearance of permanent damage. This 
has been demonstrated by Weinberger, 
and Gibbon, and Gibbon.? These au- 
thors found that when circulation was 
interrupted for 8 minutes and 45 sec- 
onds or longer, life could not be re- 
stored for more than a few hours. In 
the 1200 cases of Stephenson et al* in 
the unsuccessful group 87% died in 24 
hours and only 8 cases could be called 
decerebrates. Therefore, every effort 
at resuscitation should be made. 

Causes can occasionally be pin pointed 
but usually cannot be clearly delineated. 
Four main causes are generally accepted 
as inciting arrest. One, hypoxia: this 
is a problem complicated by the fact 
that there may have been brain and 
heart damage for some time before the 
actual arrest occurred. Two, overdose 
or sensitivity to anesthetic agents. Three, 
reflex phenomena, vago-vagal reflexes. 
Vago-vagal reflexes may originate wher- 
ever there are vagal impulses and are 
only important in the presence of hy- 
poxia. Stephenson, Reid and Hinton* 
found 156 cases out of 1200 cases of 
cardiac arrest in which a precipitating 
factor immediately anteceded the arrest. 
Sealy et al* in 1954 reported the experi- 
mental work on hypercapnia. He showed 
that the post-hypercapneic state was 





prone to produce ventricular 
fibrillation. This may be due to an in- 
It is most 


most 


crease in plasma potassium. 
important to note that Brown and 
Miller? showed that hypercapnia is well 
tolerated but the sudden return to room 
air produces fibrillation. The E C G 
warning signs of impending fibrillation 
are alternations in T. waves, increase 
in intra-ventricular conduction time, 
ventricular extra-systoles and A-V dis- 
sociation. 

Some factors of importance in pre- 
disposing to arrest are as foilows: 
lack of use or insufficient use of anti- 
vagal substances; atropine or scopola- 
mine is a preoperative must. In the 
large series of cases collected by Ste- 
phenson, Reid, and Hinton* the highest 
incidence occurred in the first decade of 
life and the highest incidence in good 
risk patients. In both these groups the 
vagal impulses are presumably strongest. 
However, in the Massachusetts General 
Hospital® series the incidence of cardiac 
arrest has been more common in the 
old patient, the poor risk patient, and in 
the patient with heart disease. Our ex- 
perience at the Boston City Hospital cer- 
tainly mirrors this. Reduction of vital 
capacity, deep Trendelenberg position, 
poor cardiac filling, anemia, malnutri- 
tion, hemorrhage, shock, high fever, an- 
esthetic agents, prolonged operative hy- 
poxia, respiratory obstruction and res- 
piratory acidosis have all been impli- 
cated as precipitating agents. 

Diagnosis must be prompt. The best 
monitor is an alert operating team. In 
94% of the successfully resuscitated 
cases treatment was begun within 4 
minutes. Only 6% of successful cases 
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are resuscitated after 4 minutes of ar- 
rest. Treatment should be begun by 
the person making the diagnosis. There 
are two components of successful resus- 
citation. One, re-establish oxygenation 
and two, restore the heart beat. One 
should not be confused with the other. 
Each must be done. If both are done 
and unless therapy is delayed and unless 
there is severe cardiac disease, failures 
should be at a minimum. In the re- 
establishment of oxygenation, the ideal 
technique is the insertion of an endo- 
tracheal tube. We may have to be satis- 
fied however with a tight mask or occa- 
sionally even mouth to mouth breathing 
and therapy should not be delayed. The 
endotracheal tube can be inserted later 
al a more propitious time. The surgeon 
must open the chest and massage the 
heart. The best place for this is an in- 
cision in the fourth left interspace. 
Time should not be taken to insert a 
rib-spreader, but the ribs should be held 
up with the right hand and the left 
hand inserted to begin manual cormpres- 
sion of the heart. While this is going 
on, the costal cartilages above and be- 
low can be cut. The left ventricle must 
be compressed with sufficient intensity 
to produce a peripheral pulse, to main- 
tain good skin color, to keep pupils 
constricted and to maintain a blood 
pressure of 60 to 70 mm. mercury. 
Most people feel that 60 to 80 massages 
a minute are adequate, although there 
are certain theoretical considerations 
favoring either slower or faster mas- 
sage. Massage should be continued as 
long as the surgeon feels that cerebral 
circulation has been adequately main- 
tained to prevent irreversible damage. 
Hosler has reported a case recovering 
after 8 hours of massage. It is prob- 
ably best not to open the pericardium 
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at first. This causes delay. There may 
be injury to the phrenic nerve or the 
myocardium and the trauma of massage 
There may also be com- 
plications from closure. However, the 
pericardium may have to be opened 
when it is thick, when there is a question 
of fibrillation, or in abnormal attach- 
ments. When fibrillation is present the 
same plan of action must be begun. 
Only after oxygen has been begun and 
only after a peripheral pulse has been 
felt, skin color improved, pupils con- 
stricted, and blood pressure raised, do 
we attempt to defibrillate the heart. 
This may be done electrically or chem- 
ically. It is probably better to do this 
electrically. 


is increased. 


When arrest occurs, it is important 
that time not be lost. If a brief but 
careful auscultation of the heart re- 
veals no audible sound, then therapy 
should be begun. Do not waste time 
injecting drugs into the heart, taking 
a blood pressure, stimulating spincters, 
massaging transdiaphramatically, or per- 
forming an electrocardiogram. This lat- 
ter is particularly noxious because elec- 
trical impulses may be recorded for 4 
or 5 minutes after the heart has stopped 
beating. Also do not take time for 
asepsis, scrubbing, shaving or draping. 

1:1000 epinephrine and 10% calcium 
chloride solution both stimulate con- 
tractility of the myocardium. We use 
5 cc. of a solution of 1 cc. of 1:1000 
epinephrine diluted to 10 cc. and 5 cc. 
of calcium chloride. Both may be re- 
peated. They are of value in cardiac 
standstill. The use of procaine in fibril- 
lation is equivocal. Some authorities 
feel it depresses the myocardium. Epine- 
phrine theoretically aggravates fibrilla- 
tion but one group reports defibrilla- 
tion by the combined use of massage 
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and epinephrine. This is not recom- 
mended. 

If the beat cannot be restored with 
massage then ventricular fibrillation 
should be suspected and the pericardium 
opened. If there is fibrillation, massage 
is most important since it overcomes the 
dilitation and anoxia of the heart. 
Cardiac massage is carried out long 
enough to insure good color and tone 
of the heart muscle and then electric 
shock applied to the heart. 170-220 
volts with 1.5 to 2.5 amperes is used 
with electrodes applied directly to the 
heart, 110 volts is not adequate. 

In our hands the pacemaker has not 
been an effective device either with an 
open chest or through an intact chest 
wall. We have been able to get a beat 
with a pacemaker but the pulse am- 
plitude as measured by the “palpatron” 
has been far less than that obtained by 
massage. Similarly we have not been 
able to raise the blood pressure in the 
few cases in which we tried the pace- 
maker. 

Rupture of the heart occasionally 
occurs during massage. Stephenson, 
Reid, and Hinton report 9 cases in 
their series of 1200 cases. Cameron 
Haight’ reports a case of successful 
resuscitation as does Nash (1-page 160) 
Hurwitt and Seidenberg® and Ni- 
kiskin® report failures, We have had 
two cases of rupture of the heart, with 
suture and successful resuscitation in 
one. This was a 68 year old male about 
to be operated on electively for gastro- 
intestinal bleeding. The patient had a 





blood pressure of 110/60 and was pre- 
medicated with nembutal, demerol, and 
atropine. The patient was induced with 
pentothal, cyclopropane and_ succinyl- 
choline and intubated. Five minutes 
after intubation, when draping had be- 
gun, the anesthetist notified the surgeon 
that no pulse could be felt. This was 
confirmed and the chest opened within 
90 seconds of arrest. A dilated heart 
was found in asystole. The heart re- 
sponded immediately to massage with 
some spontaneous activity but slowed 
and stopped several times. A fair pulse 
was maintained and 10 cc. CaCl and 
0.5 cc. 1:1000 epinephrine injected into 
the left ventricle and repeated once. 
After 27 minutes of massage, while an 
intern under instruction was massaging 
the heart, blood welled into the field. 
The pericardium was opened and a tear 
in the right ventricle in the region of 
the atrioventricular groove noted. There 
was massive hemorrhage. At that time, 
spontaneous heart beat and spontaneous 
respiration appeared. Massage was re- 
sumed and the beat of the heart im- 
proved. The patient was turned into 
the right lateral position and the fourth 
rib resected. The rupture was repaired 
with 4 sutures of 0 chromic catgut. 
The chest was then closed in the rou- 
tine fashion. Nitrous oxide and ether 
anesthesia were necessary for closure of 
the chest. At the end of the opera- 
tion the blood pressure was 70/40, and 
the patient was clear mentally, complain- 
ing of chest pain. He did well but died 
suddenly 27 hours postoperatively. 


Summary 


1. The sudden, unexpected cessa- 
tion of cardiac activity occurring in 


the O. R. can righily be called “car- 
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diac arrest”. 
2. Therapy is a “team effort” and 
revolves around the institution of 
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adequate oxygenation by the best 
available means and restoration of 
cardiac activity by normal massage. 

3. Standstill and ventricular fibril- 
lation require different types of ther- 
apy. However, initial therapy is the 
same for both. 

4. The most probable causes of 
“cardiac arrest” have been discussed. 

5. A case of rupture of the heart 
following arrest and massage with 


suture and successful resuscitation is 
reported. 

6. All physicians must be familiar 
with rapid diagnosis and therapy and 
should be capable of instituting and 
directing the proper course of treat- 
ment. Procrastination dooms one to 
failure. 


520 Beacon Street 
Boston, Massachusetts 
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1. La cesacién brusca, inesperada, 
de actividad cardiaca en la Sala de 
Operaciones, puede llamarse con toda 
razon “Paro cardiaco”. 

2. El tratamiento es un “esfuerzo 
de equipo” y sera alrededor de una 
oxigenacion por los medios mas ade- 
cuados y la restauracion de la acti- 
vidad cardiaca mediante el masaje 
normal. 

3. El paro cardiaco y la fibrilacion 
ventricular requieren diferentes tipos 
de terapia. Sin embargo el traia- 
miento inicial es el) mismo para 


(Vol. 9, No. 4) AUGUST, 1958 


ambos. 

4. Las causas mas probables del 
“para Cardiaco” han sido discutidas. 

5. Se presenta un caso de ruptura 
del carazon después de paro cardiaco 
y masaje, seguido de sutura y resuci- 
tacion satisfactoria. 

6. Todo medico debe estar famili- 
arizado con el diagnostico rapido y 
el tratamiento debiendo estar capa- 
citado para instituirlo personalmente 
y dirigir en forma correcta el curso 
del mismo. 
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Newer Medicinals 


Aludrox SA, Wyeth Laboratories, 
Philadelphia, Pennsylvania. Suspen- 
sion or tablets, each teasponful (5 
ec.) or tablet containing 2.5 mg. 
ambutonium bromide and 8 mg. 
butabarbital, in combination with 
aluminum hydroxide and magnesium 
hydroxide. Indicated in the treatment 
of peptic ulcer, hypertrophic gastritis, 
esophagitis, diverticulitis of the 
colon, postcholecystectomy syndrome, 
and psychophysiologic gastrointesti- 
nal reaction. Dose: Usual dose, 2 
teaspoonfuls or 2 tablets initially, 
followed by sustaining dose of 1 or 
2 four to six times daily, before meals 
and at bedtime. Sup: Suspension in 
botles of 12 oz. and tablets in bottles 
of 100. 


Azotrex Syrup, Bristol Labs., Inc., 
Syracuse, N. Y. New dosage form, each 
teaspoonful (5 cc.) of which contains 
125 mg. of tetracycline activity and 250 
mg. of sulfamethizole. Indicated for 
treatment of urinary tract infections. 
Dose: As directed by physician. Sup: 
Bottles of 4 oz. 


Cosa-Tetrastatin, Pfizer Laboratories, 
Division of Chas Pfizer & Co., Inc., 
Brooklyn, New York. Suspension of 
tablets combining glucosamine poten- 


tiated tetracycline with Nystatin. In- 
dicated for treating monilial superin- 
fection and other types of infection 
where tetracycline therapy has been 
found to be effective. Dose: One cap- 
sule four times daily, or 1 teaspoon- 
ful suspension every four hours. 
Sup: 250 mg. capsules in bottles of 
16 and 100; suspension in bottles of 
60 ce. 


Fleet Enema Disposable Unit, Pedi- 
atric, C. B. Fleet Co., Inc., Lynch- 
burg, Virginia. New size, 214 fl. oz., 
each 100 cc. of which contains 16 Gm. 
sodium biphosphate and 6 Gm. so- 
dium phosphate. Indicated as a rou- 
tine enema for infants and children; 
for diagnostic and _ preoperative 
cleansing and general postoperative 
use; and for relieving fecal or barium 
impactions. Dose: Contents of unit, 
or as directed by physician. Sup: 
Single units. 


Midicel Sensitivity Dises, Parke, Da- 
vis & Co., Detroit, Michigan. Paper 
discs impregnated with Midicel. Used 
to determine sensitivity of micro-or- 
ganisms to the action of the sul- 

Dose: As directed by 


—Continued on page 320 


fonamide. 
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atopic dermatitis (infantile eczemas, 

allergic eczemas, disseminated 

neurodermatitis, lichen chronicus simplex, 
eczematoid dermatitis, etc.) 


contact dermatitis (poison ivy, 
oak, sumac, drugs, cosmetics, 
metats, chemicals) 


lesions (intractable 
ruritus ani, pruritus 















PANTHO-F (),2°/ 0% 


PANTHO-F 0.2% CREAM provides the dramatic inflammatory-suppressive, 
antiallergic, antipruritic effects of hydrocortisone plus the soothing, antipruritic 
healing qualities of pantothenylol ... promptly. alleviate itching, pain, swelling 

and inflammation, and accelerate healing in... 


topical 
Steroid therapy 
no longer 
expensive! 
for the itching, 
inflamed skin 












PANTHO-F 0.2% cream provides: 
HYDROCORTISONE* 0.2% 
PANTOTHENYLOL 2% 


in a stable, water-miscible cream base 
*2 mg. hydrocortisone per Gm. 








Available in 15 Gm. and 
2 02. tubes; 1 {b. jars 
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physician. Sup: 50 meg., 150 mcg., 
and 300 mcg. in bottles of 50. 


Murel, Ayerst Laboratories, Inc., New 
York, New York. Valethamate bro- 
mide. Initial clinical experience has 
established that Murel produces spas- 
molysis at a lower dosage level than 
when three different compounds are 
used singly. Indicated for spasms of 
the g.i. tract, of the genito-urinary 
tract, spasm of the biliary tract, and 
in peptic ulcer. Doses As directed by 
physician. Sup: Injectable in 5 ce. 
vials; tablets in bottles of 100 and 
100@. Also available with phenobarb- 
ital: 10 mg. Valethamate bromide 





for protection 
_ and relief 
in pruritus ani 


AMMENS. 


medicated 


POWDER 


heals + cools « soothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 


ANTISEPT! 


19 West 50 Street, New York 20, N. y. 


Distributor for CHARLES AMMEN CO. « Alexandria, La, 
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and 4 gr. phenobarbital per tablet: 
bottles of 100 and 1000. 


Myconef Ointment, E. R. Squibb & 
Sons, Division of Olin Mathieson 
Chemical Corp., New York, New 
York. Contains spectrocin, mycosta- 
tin, and florinef to provide three-way 
therapy — antibacterial, antifungal 
and anti-inflammatory. Indicated for 
treating many skin conditions. Use: 
As directed by physician. Sup: Tubes 
of 15 Gm. 


Neo-Kolefan, Buffington’s Incorporated. 
Worcester, Massachusetts. Liquid, 
containing neomycin, kaolin, pectin, 
salol and zinc sulfocarbolate. Indi- 
cated for bacterial and non-specific 
diarrhea. Dose: 2 to 4 tablespoonfuls 
three or four times daily. Sup: Bottles 
of 8 oz. 


Parenzyme Ointment, National Drug 
Company, Philadelphia, 


vania. Each Gram contains 2 mg. 


Pennsyl- 


crystalline trypsin, 6 mg. crystalline 
chymotrypsin, and 2 mg. 9-Amino- 
Acridine Hydrochloride. Indicated 
for treating various skin conditions. 
Use: Apply locally once or twice daily 
for 2-4 days. Sup: Tubes of 1 oz. 


Polymagma Plain, Wyeth Labora- 
tories, Philadelphia, Pennsylvania. 
Suspension, each 30 cc. (fluid ounce) 
of which contains 3 gm. Claysorb 
(activated attapugite, Wyeth) and 
270 mg. pectin, in a special alumina 
gel. Indicated for the symptomatic 
treatment of diarrhea of a non-spe- 
cific nature. Dose: Adults, 2 table- 
spoonfuls initially, and 1 tablespoon- 
ful after each bowel movement until 
diarrhea is checked. Children, as 
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anti-inflammatory . ... bactericidal 





CORTISPORIN 





For infected, or potentially infected, inflammatory 
conditions of the eye (anterior segment), ear and skin 
VIRTUALLY NON-SENSITIZING 


CORTISPORIN’ 20a OINTMENT 


Each Gm. contains: ‘Aerosporin’™® Sulfate Polymyxin B Sulfate 5,000 Units; 
Bacitracin 400 Units; Neomycin Sulfate 5 mg.; 
Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in applicator tip tubes of % oz. and ¥% oz. 


CORTISPORIN’ pana OTIC DROPS 


Each ce. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 10,000 Units; 
Neomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in sterile dropper bottles of 5 ce. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 











YOUNG’S 
RECTAL 
TTT wie] t 


oni 


FOR SPASTIC CONSTIPATION 


* Anal Stricture * Achalasia « Prolapse 





* Post-hemorrhoidectomy + Post-fistul- | 


ectomy 
Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 


sis. In graduated sizes for progressive 
therapy. 
Infants: In flexible rubber. Children and Adults: 
In bakelite. 


Send for Literature 


F. E. YOUNG AND COMPANY 


8057 Stony Island Ave. Chicago 17, Ill. 


for protection 
_ and relief 
In pruritus ani 


AMMENS. 


medicated 


POWDER 


heals + cools + soothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


<n 


Bristol-Myers Co. 


19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN CO. « Alexandria, La. 
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directed by Physician. Sup: Suspen- 
| sion, in 12 fluid ounce bottle. 


| Tao, J. B. Roerig & Company, Division 
of Chas. Pfizer & Co., Inc., New York, 
New York. Capsules, containing 
either 125 mg. or 250 mg. triacetylo- 
leandomycin with glucosamine. In- 
dicated for control of most common 
infections, including those involv- 
ing penicillin-resistant staphylococci. 
Dose: As directed by physician. Sup: 
Either size in bottles of 60. 


Tral Gradumets, Abbott Laboratories. 
North Chicago, Illinois. New dosage 
form, each containing 50 mg. hexo- 
cyclium methylsulfate. Indicated to 
provide anticholingeric therapy of 
high clinical efficiency in low dosage 
form. Dose: One Gradumet twice 
daily. Sup: Bottles of 50. 


Wyanoids HC, Wyeth Laboratories, 
Philadelphia, Pa. Rectal supposito- 
ries, each containing 10 mg. hydro- 
cortisone (as acetate), 0.5% extract 
belladonna, 0.1% ephedrine sulfate, 
zinc oxide, boric acid, bismuth oxy- 
iodide, bismuth subcarbonate, and 
Peru balsam in an oleaginous base. 
Indicated for the treatment of acute 
and chronic nonspecific proctitis ac- 
companying ulcerative colitis, medi- 
cation proctitis, acute internal hem- 

| orrhoids, cryptitis, post-operative scar 

tissue with inflammatory reaction. 
and internal anal pruritus. Dose: | 
suppository rectally twice daily for 
six days, or as required. Sup: Boxes 


of 12. 
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will experience 


minimum pain 


TOPICAL ANESTHETIC (ETHYL-P-AMINOBENZOATE, ASL) 


MOST EFFECTIVE OF ALL 
TOPICAL ANESTHETICS TESTED! 


The procedure of many proctologists is to apply 
approximately one ounce of Americaine Oint- 
ment directly onto the post-operative wound. 
They report relief-of pain lasting up to 24 hours, 
and reduction in need for narcotic analgesics. 
Does not interfere with healing. 






FOR THE DAYS PRIOR — 


painfut hemorrhoids, a prescription 
ne Ointment will keep your patients 
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HESE jars are handmade and painted 
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Works in West Germany. | 
Money promptly refunded if not satis- 
factory. 
Write for full color descriptive folder 
to: 


MEDICAL TIMES OVERSEAS, INC. 
1447 Northern Blvd., Manhasset, N. Y. 

















BOOK REVIEWS 


MODERN CLINICAL PSYCHIATRY by Arthur 


P. Noyes, M.D., Superintendent, Norristown 
State Hospital, Norristown, Pennsylvania and 
Lawrence C. Kolb, M.D. Professor and 
Executive Officer, Department of Psychiatry, 
College of Physicians and Surgeons, Colum- 
bia University, Director, New York State 
Psychiatric Institute, published by the W. B. 
Saunders Company, 694 pages. Price $8.00. 


This book is now in its Fifth Edition, and 
the addition of Dr. Kolb as an associate author 
increases the value of the text. The orienta- 
tion throughout is dynamic, the writing is 
good, and the range of subjects considered are 
extensive. There is a new chapter on psychia- 
try and the law. 

This text may be recommended for teach- 
ing purposes, and should be in the library of 
every practicing psychiatrist, regardless of his 
orientation. 


ORR'S OPERATIONS OF GENERAL SURGERY 
by George A. Higgins, M.D. F.A.C.S. Asso- 
ciate Professor of Surgery, University of 
Kansas School of Medicine, Lecturer in Gen- 
eral Surgery and Surgical Technique, Uni- 
versity of Kansas City School of Dentistry, 
Chief of Surgical Service, Veterans Admin- 
istration Hospital, Kansas City, Missouri, and 
Thomas G. Orr Jr., M.D., F.A.C.S. Associate 
in Surgery, University of Kansas School of 
Medicine, Surgeon, Veterans Administration 
Hospital, Kansas City, Missouri, published 
by the W. B. Saunders Company, 1990 Step- 
by-Step Illustrations and 835 figures. Price 
$20.00. 


This is the third edition of this book and 
we find the same high level of writing and 
authority as in previous editions. The chapters 
on thoracic and cardiovascular surgery are 
completely re-written, and a chapter on ,head 
and neck surgery has been added. This is an 
excellent teaching text. It is recommended: for 
undergraduates, general practitioners and gen- 
eral surgeons. 

The illustrations are excellent and adequate. 
The proctologist will find excellent sections in 
his field. 


HERMAPHRODITISM, GENITAL ANOMALIES 
by Howard W. Jones, Jr., M.D., Associate 
Professor of Gynecology, Johns Hopkins Uni- 
versity School of Medicine and William 
Wallace Scott, M.D., Ph.D., Professor of 
Urology, Johns Hopkins University of Medi- 
cine; Urologist-in-charge, Johns Hopkins Hos- 
pital. 456 Pages. Approximately 200 illus- 
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trations. Published by The Williams & Wil- 
kins Co. of Baltimore, 1958. Price $16.00. 


The text is an excellent contribution to a 
relatively limited field. The authors are a 
gynecologist and a urologist. There is also an 
excellent chapter by an embryologist. 

The newer knowledge on abnormal sexual 
development is well presented in this text. It 
is beautifully illustrated, very complete and 
authoritative, and can be recommended with- 
out reservation. 


THE PSYCHOLOGY OF MEDICAL PRACTICE 
by March H. Hollender, M.D., Professor and 
Chairman, Department of Psychiatry, State 
University of New York, Upstate Medical 
Center, and Director, Syracuse Psychiatric 
Hospital—published by the W. B. Saunders 
Company—276 pages—price $6.50. 


This is an excellent volume in which the 
contributors discuss practical aspects of the 
doctor-patient relationship, and the particular 
features involved in the psychology of this 
relationship. There is an excellent chapter on 
psychological considerations in the use of 
medications, and another very good description 
of the “non-medicinal prescription”. 

The author states that he uses the expres- 


sion, “the psychology of medical practice” to 
refer to the art of medicine. His fundamental 
background in Freudian analysis is evident 
throughout. However, the approach is much 
more rounded than would be suggested by this 
statement. 

It is definitely not a textbook of psychiatry, 
nor is it intended to be an exposition of 
psychosomatic medicine. Emphasis is placed 
on the fields of medicine, surgery, obstetrics 
and pediatrics. 

I believe this to be a good book, and one 
that will benefit the reader, regardless of his 
specialty. 


ESSENTIALS OF GYNECOLOGY by E. Stewart 
Taylor, M.D., Professor and Head of the De- 
partment of Obstetrics and Gynecology 
University of Colorado School of Medicine, 
Denver, Colorado. Published by Lea & 
Febiger, 503 pages, 343 illustrations, 4 in 
color. Price $4.50. 


This is an excellent volume for the under- 
graduate student. It is quite complete, well 
written and well illustrated. 

The author is Professor of the Department 
of Obstetrics and Gynecology at the University 
of Colorado School of Medicine and he pre- 
sents a very authoritative teaching text. 


PAINLESS Rectal Surgery! 





The goal of the proctologist achieved: | 





@ RECTOCAINE permits 








@ RECTOCAINE offers freedom from pain both before and after 


surgery! 


immediate ambulation! (Ambulatory 


Proctology—Cantor) 


@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


RECTOCAINE 


Boxes of 6, 
25, or 100 5cc. 
sterile ampuls. 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


C. F. KIRK Co., 521 W. 23rd St. N. Y. 11, N. Y. 
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PROCTOLOGY 


The American Journal of Proctology will help you keep 
abreast with the newest and most practical information 
on diagnosis and therapy in diseases of the anus, rectum 


and colon. 


Physicians are regularly faced with medical 
and minor surgical problems associated with 
fissures, October, December——-$6.00 per year, $10.00 


hemorrhoids, pruritus ani, anal 


Please enter my subscription to AMERICAN 
JOURNAL OF PROCTOLOGY. Issued bi- 
monthly — February, April, June, August, 


fistulas, pilonidal cyst, carcinoma, ete. Each 
bimonthly issue of this official publication of 
the International Academy of Proctology con- 
tains the newest and most practical informa- 
tion about diagnostic procedures and treat- 
ment methods in the proctologic field. 

In addition to original scientific reports 
from leading authorities the journal features 
concise evaluations of the latest scientific arti- 
cles relating to proctology and gastroenterol- 
ogy which have appeared in the world’s litera- 
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